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EXECUTIVE  SUMMARY 


This  is  the  final  report  of  the  Health  Services  Research  Institute  on 
the  Pierce  County,  Washington,  EPSDT  Demonstration  project.    It  is  a 
cumulative  report  covering  the  entire  operational  phase  of  the  project,  from 
June  1,  1977  to  July  31,  1979.    The  project  will  also  submit  a  less  quan- 
titative but  more  descriptive  report  which  will  provide  more  details  on 
operational  methodology. 

This  project  has  been  of  significance  both  nationally,  because  of  its 
reliance  on  private  sector  screeners,  and  locally,  because  of  its  potential 
effects  on  state  EPSDT  planning.    Over  80%  of  the  screens  reported  to  the 
project  were  done  in  the  private  sector,  and  the  project's  careful  research 
orientation  made  this  one  of  the  most  thoroughly  evaluated  programs  of  this 
type  in  the  country.    The  Carter  administration's  initial  intention  to  rely 
heavily  on  the  private  sector  for  its  Child  Health  Assessment  Plan  made  such 
an  evaluation  essential,  and  the  impact  of  our  two  interim  Pierce  County 
reports  can  already  be  seen  on  recent  revisions  of  the  CHAP  proposal. 

The  major  thrust  of  this  project  throughout  its  approximately  two  year 
duration  was  "to  demonstrate  the  effectiveness  of  a  follow-up  system  in 
assuring  that  children  found  to  have  problems  during  screening  receive  diagnosis 
and  treatment".    The  project  most  effectively  accomplished  this  objective.  It 
developed  a  follow-up  (case  monitoring)  system  from  identification  of  eligibles 
screened,  to  treatment  and  treatment  completion,  including  forms,  client/ 
provider  feedback,  full -time  case  monitors,  and  a  supporting  data  processing 
component.    The  project  incorporated  the  results  of  this  demonstration  in  a 
comprehensive  state  EPSDT  plan,  and  this  document  should  be  considered  to  be 
one  of  the  most  important  outcomes  of  this  project 


Summary  of  Findings 

1.  In  a  private  sector  based  screening  program  without  case  finding, 
physicians  recruit  children  to  EPSDT  through  routine  sick  visits. 

When  any  Medicaid  provider  is  authorized  to  do  EPSDT  screening,  as  in 
Washington,  the  sick  visit  offers  great  potential  as  a  case  finding  device. 
Statistics*  show  that  most  children  under  six  visit  a  physician  at  least  once 
a  year,  and  screening  in  conjunction  with  these  sick  visits  can  greatly  reduce 
the  amount  of  explicit  outreach  that  is  required.    Almost  50%  of  the  eligible 
children  in  Pierce  County  were  screened  during  1978,  even  though  no  explicit 
outreach  was  attempted. 

2.  Screening  during  sick  visits,  however,  did  not  find  the  preventive 
health  conditions  that  EPSDT  was  intended  to  discover. 


*National  Center  for  Health  Statistics,  "Physician  Visits,  Volume  and 
Interval  since  Last  Visit,  United  States  -  1975."    Vital  and  Health  Statistics, 
Series  10,  Number  128. 


Although  problems  were  reported  from  63.4%  of  screens  -  an  average  of 
0.97  problems  per  screen  -  the  true  EPSDT  problem  finding  rate  was  actually 
much  lower.    At  least  43.3%  of  these  problems  were  of  such  a  nature  that 
they  almost  certainly  caused  the  physician  visit  at  which  the  screen  occurred, 
and  another  36.5%  may_  have  caused  the  visit.    Only  about  a  fifth  (20.2%)  of 
the  reported  problems  were  definitely  found  during  the  screen,  and  so  the  true 
problem  finding  rate  was  somewhere  between  0.22  and  0.52  problems  per  screen. 

3.  Effective  and  enforceable  quality  standards  are  essential  for  EPSDT* 
particularly  in  a  private  sector  program. 

Private  sector  screeners  were  seriously  deficient  in  reporting  critical 
preventive  health  conditions  such  as  vision,  hearing,  dental  and  developmental 
problems.    Dental  problems,  for  example,  were  reported  from  only  4.9%  of 
children  over  three,  and  hearing  problems  from  only  1.5%  (all  ages).  The 
project  hired  a  dental  hygienist  to  investigate  the  low  dental  rate,  and  she 
found  problems  in  56.0%  of  screens.    These  problems  should  be  the  core  of  a 
preventive  health  activity,  yet  they  were  not  widely  reported,  by  the  private 
sector  screeners  in  Pierce  County. 

Individual  screeners  varied  enormously  both  in  their  overall  problem 
finding  rates  and  in  their  results  for  specific  conditions.    These  differences 
were  not  due  to  underlying  patient  characteristics  -  as  best  we  can  determine  - 
so  they  must  be  due  to  differences  in  the  way  screening  was  done  or  reported. 
There  are  currently  no  quality  standards  for  EPSDT,  and  these  must  be  developed 
and  enforced  if  EPSDT  is  to  be  made  effective.    The  problem  is  particularly 
serious  when  screens  are  done  during  sick  visits.    Parents  of  children  screened 
during  sick  visits  are  unlikely  to  understand  the  need  for  routine  preventive 
health  check-ups,  and  screeners  are  unable  to  complete  essential  tests  reliably. 
The  sick  visit  is  useful  as  a  case  finding  device  but  only  if  the  screen  itself 
is  scheduled  for  a  later  visit. 

4.  Health  Department  well-child  screening  was  more  effective  than  the 
private  sector  in  finding  preventive  health  conditions,  and  as  a  result  it 
created  more  work  for  case  monitors. 

The  Tacoma-Pierce  County  Health  Department  screened  primarily  during  well- 
child  visits,  and  its  finding  rates  for  dental,  vision,  hearing  and  developmental 
problems  were  two  to  seven  times  higher  than  those  of  private  sector  physicians. 
Although  the  private  sector  reported  many  more  problems  than  did  TPCHD,  the 
number  of  problems  that  were  definitely  discovered  at  screening  was  only  half 
as  high. 

TPCHD  generally  did  not  treat  problems  found  at  screen  while  physicians 
did,  and  it,  therefore,  produced  more  problems  requiring  case  follow-up.  On 
a  per  screen  basis,  physicians  generated  0.19  problems  that  needed  treatment 
initiation  after  screening,  while  TPCHD  generated  0.74.    Physicians  reported 
0.22  problems  that  needed  extended  monitoring  while  TPCHD  reported  0.39. 
In  general,  screening  in  the  private  sector  greatly  facilitated  paper  compliance 
with  federal  penalty  regulations,  but  in  Pierce  County  it  was  much  less  effective 
as  EPSDT  than  was  public  sector  well -child  screening. 


5.  In  the  year  after  first  screening,  EPSDT  clients  had  greatly  increased 
office  costs  but  reduced  hospital,  emergency  room  and  "other"  costs.  Total 
costs  were  six  percent  less  than  they  might  have  been  without  screening. 

A  detailed  analysis  of  approximately  1300  Medicaid  profiles  showed  that 
screened  children  were  higher  utilizers  of  Medicaid  services  both  before  and 
after  screening  than  were  unscreened  children.    After  screening,  however,  EPSDT 
clients  showed  a  marked  shift  away  from  hospitalization  and  emergency  room 
care  and  into  office  visits.    Total  costs  for  unscreened  children  increased 
by  9.8%  in  the  second  year,  while  they  rose  by  only  3.5%  for  EPSDT  clients. 

6.  Case  monitoring  increased  the  proportion  of  problemsreaching  and 
completing  treatment,  but  the  overall  effect  was  small  because  physicians 
initiated  treatment  for  most  problems  during  the  screen  itself. 

One  of  the  potential  benefits  of  a  physician  based  screening  program  is 
that  the  majority  of  problems  can  be  diagnosed  and  given  at  least  initial 
treatment  during  the  screen  itself.    In  this  project,  76.9%  of  experimental 
problems  were  treated  at  screen  and  37.9%  were  resolved  without  the  need  for 
additional  visits.    Use  of  private  sector  physicians  for  screening  greatly 
reduces  the  need  for  case  monitoring,  at  least  in  a  project  where  most  of 
the  reported  problems  are  easily  resolvable  by  pediatricians  or  general 
practitioners . 

The  project  used  a  controlled  before-after  experimental  design  to  show 
the  effects  of  case  monitoring  on  treatment  initiation  and  completion  rates. 
Without  case  monitoring,  84.3%  of  control  group  problems  received  at  least 
initial  treatment,  and  active  follow-up  increased  this  to  93.7%.  Without 
case  monitoring,  70.0%  of  problems  were  completely  resolved,  compared  to 
82.6%  with  monitoring.    The  effects  of  monitoring  are  obviously  more  dramatic 
when  we  exclude  problems  fully  treated  at  screen. 

7.  The  costs  of  case  monftoring  become  quite  high  when  we  apply  them 

only  to  "extra"  problems  resolved.  States  should  consider  concentrating  follow-up 
on  the  potentially  most  serious  problems. 

In  this  project,  case  monitoring  cost  an  average  of  $20.79  per  screen, 
which  appears  quite  reasonable  considering  the  large  number  of  problems 
reported.    (The  cost  of  monitoring  was  almost  the  same  as  the  cost  of  screening- 
$21.54).    The  cost  per  problem  requiring  treatment  after  screening  was  $30.59. 
Evaluation  of  treatment  results  for  the  control  group,  however,  showed  that 
many  of  these  problems  would  have  been  resolved  without  any  cost  at  all  (that 
is,  without  case  monitoring);  and  if  we  look  just  at  the  "extra"  resolutions, 
the  cost  was  $99.34.    Limited  case  monitoring  to  the  first  visit  after  screening 
was  slightly  less  cost  effective  than  extended  monitoring. 

Monitoring  resources  are  usually  scarce  and  should  be  concentrated 
where  the  potential  benefit  is  greatest. 


8.    Case  monitoring  increased  the  proportion  of  children  having  recommended 
rescreens,  but  monitoring  of  a  periodicity  schedule  of  five  screens  per  year 
is  not  feasible. 

Infants  first  screened  during  the  project's  control  phase  received  64.4% 
of  their  recommended  rescreens,  while  those  given  full  follow-up  assistance 
received  74.1%  of  theirs.    For  children  over  one,  monitoring  raised  the  rescreen 
rate  from  37.1%  to  40.4%.    The  cost  per  "extra"  rescreen  obtained  was  over 
$100. 

A  periodicity  schedule  requiring  screening  every  two  months  can  only  be 
monitored  usfng  a  manual  tickler  system,  and  this  is  not  feasible  for  a  state- 
wide system.    Even  on-line  access  to  a  computer  is  unlikely  to  succeed  unless 
forms  are  processed  quickly. 


SECTION  ONE 
INTRODUCTION 


1 


2 


CHAPTER  1 
PROJECT  BACKGROUND  AND  OBJECTIVES 


The  Congress  of  the  United  States  authorized  creation  of  the  Early, 
Periodic  Screening,  Diagnosis  and  Treatment  program  (EPSDT)  in  1967,  although 
very  few  states  began  implementing  it  until  1972.    The  program  was  intended 
to  provide  preventive  health  screening  for  Medicaid  eligible  children  under  21. 
Five  major  sub-systems  were  identified:    namely,  (1)  case  finding  to  bring 
eligible  children  into  the  program;  (2)  screening;  (3)  diagnosis;  (4)  treatment; 
and  (5)  case  monitoring  to  assist  children  with  problems  to  obtain  treatment. 
Periodic  rescreens  were  also  required. 

The  Washington  State  Department  of  Social  and  Health  (DSHS)  began  its 
EPSDT  program  in  November,  1972.*      Responsibility  for  the  program  was,  and 
continues  to  be,  divided  between  the  Community  Services  and  Health  Services 
Divisions.    The  former  is  responsible  for  case  finding,  while  the  latter, 
through  the  Office  of  Medical  Assistance**,    is  responsible  for  setting 
standards,  monitoring  the  program,  and  paying  the  providers.    The  Maternal 
and  Child  Health  Unit  of  the  Office  of  Community  Health  Services  in  the  Health 
Services  Division  was  responsible  in  the  beginning  for  implementing  and  monitoring 
the  program  in  local  health  departments.    In  the  early  years,  health  depart- 
ments performed  about  half  of  the  screens  in  Washington. 

By  late  1974,  this  program  had  not  developed  sufficiently  to  meet  federal 
expectations,  and  imposition  of  federal  penalty  regulations  appeared  possible. 
The  Secretary  of  DSHS  was  concerned  about  the  ultimate  cost  of  an  expanded 
program  and  was  particularly  concerned  that  EPSDT  might  generate  additional 
treatment  costs  for  the  Medicaid  system.    The  Office  of  Community  Health 
Services  learned  that  federal  funds  might  be  available  to  study  this  question, 
and  the  Health  Services  Research  Institute  of  San  Antonio   was  eventually 
invited  in  to  assist  with  project  planning.    After  several  delays,  the  project 
was  finally  funded  effective  December  1,  1976. 

As  stated  in  the  original  grant  application: 

"The  primary  purposes  of  this  project  will  be  to  collect  program  and  cost 
information  relative  to  the  existing  EPSDT  program  and  to  examine  the 
impact  of  introducing  an  innovative  case  monitoring  and  follow-up  model. 
The  innovative  model  will  take  the  form  of  full-time  Community  Health 
Workers  with  the  assigned  responsibility  of  ensuring  the  continued 


*The  following  paragraphs  draw  heavily  on  comments  made  by  Eileen  Keith 
to  HCFA  on  November  2,  1979. 

**The  Office  of  Medical  Assistance  continues  to  fulfill  these  functions, 
although  it  has  recently  been  moved  out  of  the  Health  Services  Division. 
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participation  of  children  who  have  been  screened,  i.e.,  keeping  appoint- 
ments for  diagnosis  and  treatment,  showing  for  rescreening  at  periodic 
intervals,  etc.    Enhancing  existing  screening  provider  efforts  at 
following-up  of  screened  children,  this  model  will  include  frequent 
telephone  and  personal  contacts  with  parents  of  the  children,  and  offers 
of  transportation  when  necessary.    Specifically,  the  objectives  are: 

1.  To  introduce  an  agressive  follow-up  program  from  point  of 
screening  that  will  maximize  the  number  of  children  brought  through 
prescribed  diagnosis  and  treatment  to  a  point  of  problem  resolution; 

2.  To  implement  a  reporting  system  that  will  provide  information 
about  the  types  of  problems  identified,  diagnoses  made,  treatment 
prescribed,  problems  resolved  and  costs  for  diagnosis  and  treatment; 

3.  To  determine  the  most  cost  effective  procedure  for  case  monitoring 
and  follow-up,  comparing  existing  and  innovative  models." 

Case  finding  was  specifically  excluded  from  the  design,  both  because  it 
was  already  being  tested  elsewhere*  and  because  the  state  felt  that  case 
monitoring  was  the  more  essential  activity.    The  forms  that  were  developed 
and  the  data  that  have  resulted  pertain  specifically  to  a  program  without 
case  finding,  and  adaptations  would  be  necessary  if  this  element  were  to  be 
added. 

Pierce  County  was  selected  as  the  project  site  for  several  reasons.  Its 
population  mix  is  representative  of  the  state.    Its  roughly  500,000  people 
are  90%  white,  5%  Black,  and  5%  Spanish  surname,  Asian  and  Native  American. 
Even  before  the  project,  it  reported  a  large  number  of  screens,  thus  ensuring 
an  adequate  sample  size.    The  local  health  department,  community  clinics  and 
private  sector  pediatricians  were  interested  and  many  of  them  participated 
actively  in  project  design. 

This  project,  in  brief,  sought  to  help  the  state  decide  whether  to  adopt 
a  statewide  EPSDT  plan  and  to  test  data  forms  and  procedures  to  be  used  if 
such,  a  plan  were  to  be  implemented.    The  cost  of  EPSDT,  in  both  its  existing 
and  innovative  modes,  was  expected  to  be  a  major  consideration,  and  two 
intensive  cost  studies  were  completed. 

"To  Introduce  an  Agressive  Follow-up  System  ..." 

Project  case  monitoring  began  at  the  point  where  an  eligible  child 
entered  a  screener's  office  and  agreed  to  have  a  physical  exam.    By  signing 


*HSRI,  Final  Evaluation  Report  -  Phase  IV.    EPSDT  in  an  Urban  Setting- 
Dallas,  Texas,  September  15,  1978.    Comparisons  between  the  Dallas  and  Pierce 
County  Projects  are  seriously  constrained,  however,  because  the  former  used 
non-physician  screeners  and  separated  treatment  from  screening. 
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a  voluntary  consent  form  (see  Appendix  B-l),  parents  authorized  the  screener 
to  inform  the  project  of  the  screen  and  its  results  and  agreed  to  be  contacted 
for  follow-up  by  the  project  staff.    Each  of  these  children  became  part  of 
the  project  system  and  activated  a  flow  of  data  forms  and  monitoring  charts 
for  both  case  management  and  evaluation. 

Case  monitoring  was  conceived  in  Pierce  County  as  having  three  objectives: 

a.  to  follow  referred  problems  to  treatment  completion; 

b.  to  encourage  annual  rescreens  for  those  over  one,  and  bi-monthly 
rescreens  for  infants; 

c.  to  ensure  the  completion  of  screens  when  certain  tests  could  not 
be  performed  during  the  initial  exam. 

Screen  completions  were  attempted  if  the  screener,  at  his  or  her 
discretion,  decided  that  certain  tests  which  had  been  omitted  were  necessary 
for  a  thorough  physical.    Problem  follow-up  was  provided  for  any  conditions 
that  could  not  be  resolved  during  the  screen  itself.    Rescreen  reminders 
were  provided  for  everyone;  parents  of  infants  were  generally  contacted  within 
two  months  to  encourage  the  next  visit,  while  parents  of  older  children  were 
sought  after  a  year.    The  project  developed  written  case  monitoring  procedures 
and  eventually  incorporated  them  into  a  comprehensive  plan;  the  procedures 
are  attached  in  Appendix  C. 


"To  Implement  a  Reporting  System  ..." 

Case  monitoring  would  obviously  not  have  been  possible  unless  screeners 
informed  the  project  of  screens  and  their  findings.    Because  screening 
occurred  all  over  the  county,  project  staff  could  not  be  on  hand;  they 
obtained  the  information  they  needed  instead  from  standardized  data  sheets. 
Under  the  existing  system,  screeners  reported  only  to  the  state  and  only  in 
enough  detail  so  as  to  obtain  reimbursement.    Feedback  time  was  two  months 
and  more.    Effective  case  management  obviously  required  greater  detail  and 
more  expeditious  response. 

The  project  handled  this  problem  by  establishing  an  independent  data 
system  with  specially  developed  forms  and  a  largely  computerized  management 
system.    Two  major  forms  and  a  number  of  minor  ones  were  tested.    The  screening 
sheet  was  completed  by  the  provider  and  contained: 

-  demographic  and  identifying  information; 

-  a  checklist  of  screening  tests; 

-  space  for  listing  problems  and  indicating  whether  they  were  treated  at 
screen  and/or  referred;  and 

-  space  for  the  screener  to  indicate  whether  he  or  she  considered  the 
screen  complete. 
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The  medical  referral  form  was  normally  initiated  by  the  screener  as 
well;  it  described  the  problem  and  its  treatment  and  was  used  for  case  manage- 
ment.   The  project  also  used: 

-  a  consent  form  for  parents  or  guardians; 

-  a  follow-up  form  letter  to  treatment  providers; 

-  case  monitoring  forms;  and 

-  daily  activity  records. 

Project  staff  trained  the  screeners  and  their  staffs  in  the  use  of 
these  forms  and  visited  each  screener  regularly  to  pick  them  up.    A  special 
three  dollar  fee  was  paid  for  each  screening  form  to  compensate  screeners  for 
the  extra  paper  work.    The  independent  data  system  and  the  special  forms 
are  an  essential  component  for  case  management,  and  the  Pierce  County  project 
pioneered  their  use  in  the  state  of  Washington. 


"To  Determine  the  Most  Cost  Effective  Procedure  ..." 

Three  different  levels  of  case  monitoring  were  evaluated  in  Pierce 
County.    During  the  control  phase,  between  June  and  early  September  1977 
(the  first  three  months  of  the  project),  project  screeners  completed  screening 
sheets  for  all  children  examined,  but  no  case  monitoring  was  attempted.  These 
children  were  not  assisted  to  obtain  screen  completions  nor  were  their  parents 
reminded  of  rescreen  schedules.    When  they  did  appear  for  subsequent  screens 
after  September,  their  screens  were  recorded  but  treatment  outcomes  were  not 
evaluated.    The  control  phase  provided  essential  baseline  data  for  subsequent 
cost  and  effectiveness  calculations. 

Two  forms  of  project  intervention  were  then  attempted  in  order  to  evaluate 
their  cost  effectiveness.    Beginning  in  late  August    1977,  community  health 
workers  contacted  the  families  of  children  with  referred  conditions  to 
see  if  assistance  was  needed  in  making  appointments  or  with  transportation. 
CHW's  followed  each  case  until  all  problems  were  resolved;  they  also  monitored 
completion  of  immunizations  and  contacted  the  parent  when  it  was  time  for  a 
rescreen.    This  phase  of  the  project,  known  as  extended  case  monitoring  (ECM), 
covered  all  children  screened  through  September  1978. 

A  less  extensive  variant  of  this  procedure,  known  as  limited  case 
monitoring  (LCM),  was  tested  on  problems  reported  between  October  1978  and 
March  1979.    This  sub-study  will  be  more  thoroughly    described  in  Chapter  11. 

Two  types  of  cost  data  were  collected.    The  direct  cost  of  case  monitoring 
was  estimated  by  tabulating  weekly  time  records  maintained  by  CHW's,  the 
driver  and  their  supervisor;  these  figures  included  all  service  expenditures 
but  omitted  research  costs.    HSRI,  with  the  project's  help,  also  analyzed 
treatment  costs  incurred  to  the  Medicaid  billing  system.    Medicaid  profiles 
were  examined  for  approximately  1,500  children  covering  a  total  of  27  months 
before  and  after  screening.    All  of  these  studies  were  completed  successfully 
and  are  described  in  this  report. 
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Project  Chronology 

The  most  detailed  sources  of  project  history  are  the  periodic  reports 
submitted  by  project  staff  to  DHEW  and  by  HSRI  to  the  project.    The  following 
chronology  lists  only  the  most  important  events  affecting  this  evaluation. 

1974 

Early  state  discussions  of  project  objectives;  initial  contacts  with  DHEW. 

1975 

DSHS  asks  HSRI  to  comment  on  project  ideas  and  to  assist  in  proposal 
development;  Dr.  Harold  Dickson  and  Art  Britt  make  three  site  visits 
at  Institute  expense  to  provide  consulting  services. 

1976 

March  -  DSHS  submits  formal  proposal  to  DHEW. 

November  -  DHEW  approves  proposal  for  initiation  December  1,  1976. 
December  -  Project  begins. 

1977 

January  -  Mr.  Britt  makes  site  visit;  Institute  hires  Howard  Crockett 

as  on-site  data  coordinator.    Job  descriptions  developed. 

February  -  Three  Institute  staff  members  (Britt,  Ligon,  and  McGill)  visit 

Pierce  County_to  discuss  proposed  data  forms.   

March,  April  -  Meetings  with  Pediatric  Society.    Project  data  forms  developed. 
May  -  Data  forms  pretested  and  printed.    Providers  sign  contracts  for 
project  participation. 

June  -  Project  begins  operation.    Screening  results  and  problem  data 
are  collected,  but  without  case  monitoring  (control  phase). 
July  -  ElaineSchlessinger  replaced  by  Becky  Curneen  as  project  director. 
Project  hires  and  trains  community  health  workers  (CHW's).    Britt  and 
Dr.  Kramm  visit  project. 

August-September  -  Control  phase  ends  and  extended  case  monitoring  begins. 
Providers  are  re-contacted  and  trained  for  experimental  system. 
November  -  Ms.  Keith  and  Ms.  Curneen  visit  Institute  in  San  Antonio. 
Howard  Crockett  resigns  as  on-site  coordinator. 

1978 


January  -  HSRI  hires  Pat  Toy  as  new  on-site  coordinator. 
February  -  Project  begins  contacting  parents  of  children  referred  for 
medical  treatment  during  the  control  phase.    Objective  is  to  see  whether 
recommended  treatment  was  initiated  and  completed. 

March-April  -  Project  hires  Adrienne  Alexander  as  planner;  develops  and 
writes  up  proposed  1978-79  sub-studies.    Control  group  follow-up  continues. 
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May  -  Control  group  follow-up  largely  completed.    Project  begins 

assigning  case  monitors  geographically  rather  than  at  random.  Project 

implements  improved  manual  case  management  system  for  infant  rescreens. 

August  -  Institute  and  project  staff  complete  work  on  first  interim 

report.    Project  hires  part-time  dental  hygienist  for  special  study. 

September  -  DHEW  approves  third  year  grant  proposal. 

October  -  Limited  case  monitoring  replaces  extended  monitoring  for  most 

problems  referred  after  October  1st.    Project  begins  contacting  parents 

of  children  over  age  one  to  arrange  for  annual  rescreens. 

December  -  Family  planning  sub-study  begins.    Pat  Toy  resigns  as  Institute's 

on-site  coordinator. 

1979 

January  -  Project  hires  Polly  Newcomb  as  data  analyst.    Institute  decides 
not  to  replace  on-site  coordinator.    Dental  sub-study  ends. 
February  -  Project  begins  contacting  parents  of  children  referred  for 
medical  treatment  during  the  limited  monitoring  phase.    Objective  is 
to  see  whether  recommended  treatment  was  initiated  and  completed. 
March  -  On  March  31st,  the  project  stops  collection  of  new  screening  and 
referral  data  except  from  the  Family  Planning  Clinic.    Problems  reported 
earlier  continue  to  be  followed,  however. 

May-June  -  Project  completes  draft  of  comprehensive  state  plan  for  EPSDT. 
Draft  is  intensively  discussed  at  four  day  meeting  with  HSRI  staff  in 
San  Antonio  and  submitted  to  the  Washington  Department  of  Social  and 
Health  Services  on  July  20th. 

June  -  HSRI  completes  draft  of  Medicaid  cost  study  and  submits  it  to 
the  project  for  review  and  comments. 

July  -  Project  completes  follow-up  on  limited  case  monitoring  group 
and  submits  final  data  forms  to  HSRI. 

November  -  Project  staff  and  HSRI  present  results  to  DHEW  in  Baltimore 
and  to  poster  session  at  the  annual  meeting  of  the  American  Public 
Health  Association  in  New  York.    Project  formally  ends  on  November  30th. 


Organization  of  This  Report 

At  the  request  of  the  project,  this  report  is  organized  around  the  research 
hypotheses  and  service  objectives  as  they  were  defined  in  the  project's 
original  and  renewal  grant  proposals.    Essential  background  data  is  referenced 
in  these  chapters,  but  in  most  cases  detailed  background  information  is  reserved 
for  Section  Five.    Some  of  the  project's  most  important  findings  were  not 
anticipated  when  the  hypotheses  were  formulated,  and  some  readers  may  prefer 
to  scan  Section  Five  before  reviewing  Section  Three. 

The  text  of  this  report  includes  mostly  bar  graphs  and  a  few  simplified 
tables,  and  most  of  the  detailed  tabulations  are  in  Appendix  A.    Text  tables 
have  been  numbered  without  prefixes,  while  appendicized  tables  are  prefixed 
with  the  letter  A. 
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SECTION  TWO 
RESEARCH  HYPOTHESES 
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CHAPTER  2 
RESEARCH  DESIGN  AND  HYPOTHESIS 


The  Pierce  County  project  had  research  as  well  as  demonstration  objectives, 
and  a  number  of  formal  hypotheses  were  set  forth.    A  control  group  design  was 
established,  and  data  forms  were  developed  for  both  research  and  service 
functions.    Information  from  data  forms  was  supplemented  by  interviews  with 
most  of  the  major  screeners  and  by  special  recoding  of  forms  on  two  occasions. 
This  chapter  will  list  the  formal  hypotheses,  describe  the  experimental 
design,  and  compare  the  data  collection  methods  used  in  the  control  and 
experimental  periods.    Separate  chapters  will  describe  routine  data  management 
systems  (Chapter  15)  and  further  refinements  explored  through  the  third  year 
sub-studies  (Section  Three). 


List  of  Formal  Hypotheses 

1.  Performance  Indicators 

a.  The  model  case  monitoring  system  will  have  a  higher  rate  of 
screen  completions  per  number  of  shows  for  screening 
(Chapter  3). 

b.  The  model  case  monitoring  system  will  have  a  higher  rate  of 
rescreen  completions  per  number  of  eligibles  for  rescreening 
(Chapter  4). 

c.  The  model  case  monitoring  system  will  have  a  higher  retention 
rate,  that  is,  fewer  eligibles  lost  to  the  program  (Chapter  5). 

d.  The  model  case  monitoring  system  will  have  a  higher  rate  of 
problem  resolutions  per  number  of  confirmed  problems  (Chapter  6). 

e.  The  model  case  monitoring  system  will  have  a  higher  rate  of 

case  completions  per  number  of  confirmed  unwell  cases  (Chapter  7). 

f.  The  model  case  monitoring  system  will  have  a  greater  proportion 
of  clients  receiving  treatment  within  time  limits  prescribed 

by  federal  regulation  (60  days)  (Chapter  8). 

2.  Treatment  Outcomes 

a.  Clients  served  by  the  model  case  monitoring  system  will  show 
greater  improvements  in  health  status,  as  measured  by  general 
healthiness  ratings,  and  by  severity  ratings  of  specific  problem 
conditions  (Chapter  9). 

b.  Clients  served  by  the  model  case  monitoring  system  will  show 
greater  "preventive"  healthiness,  as  reflected  by  the  currency 
of  their  immunization  status,  and  assessments  of  their  dental 
health  (Chapter  9). 

c.  Clients  served  by  the  model  case  monitoring  system  will  show 

a  higher  rate  of  case  conversions,  that  is,  unwell  to  well  cases 
(Chapter  7). 
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Experimental  Design 

In  order  to  evaluate  the  project's  impact,  it  was,  of  course,  necessary 
to  estimate  what  would  have  happened  in  exactly  the  same  situation  without  the 
experimental  activities.    Tight  experimental  design  is  always  difficult  in  a 
real  world  situation,  but  close  attention  to  the  most  likely  sources  of  variation 
can  greatly  increase  one's  confidence  in  results.    The  project's  formal 
hypotheses  focused  on  problem  resolution  rates,  treatment  outcomes  and  rescreen 
ratios,  and  factors  likely  to  affect  these  dependent  variables  had  to  be 
control! ed. 

Project  planners  considered  a  number  of  control  group  options,  but  all 
were  problematic. 

One  option  would  have  been  to  select  a  county  that  was  comparable  to 
Pierce  and  to  measure  the  dependent  variables  in  this  area  without  case 
monitoring.    The  Medicaid  Management  Information  System  would  not  have  provided 
adequate  data,  however,  and  results  would  not  have  been  comparable  unless 
the  same  project  data  forms  had  been  used.    Collection  of  comparable  data 
would  have  required  establishment  of  a  second  project  office  and  would  have 
been  expensive,    rt  was  also  unlikely  that  a  truly  comparable  county  could  be 
found. 

The  project's  original  grant  proposal  described  a  system  under  which 
children  would  have  been  randomly  assigned  to  either  the  control  or  the 
experimental  group  after  data  sheets  reached  the  project  office.    In  this 
case,  the  control  group  would  have  run  concurrently  with  the  experimental 
group,  and  there  was  no  plan  to  report  back  to  screeners  on  whether  particular 
children  were  being  monitored  or  not.    The  main  reason  that  this  option  was 
eventually  rejected  was  that  it  would  have  appeared  to  be  unfair  to  those 
who  were  denied  project  services.    (This  is,  of  course,  a  recurrent  problem 
in  experimental  project  evaluation.)    In  a  routine  statewide  program, 
moreover,  screeners  would  know  whether  or  not  monitoring  was  being  done,  and 
the  possibility  existed  that  they  might  modify  their  own  follow-up  practices 
if  alternative  monitoring  were  available.    The  random  assignment  plan  was 
dropped  after  the  original  grant  request  was  submitted. 

In  the  design  eventually  adopted,  all  children  first  screened  between 
June  6,  1977,  (the  start  of  project  operations)    and  approximately  August  31,  1977, 
were  assigned  to  the  control  group  for  a  period  of  one  year  or  until  their 
first  annual  rescreen,    Screeners  completed  the  project's  screening  sheet  and 
consent  form  (see  Chapter  15  for  a  discussion  of  these  forms)  and  submitted 
them  to  the  project.    The  project  did  not  monitor  these  problems.    Six  months 
later,  HSRI  produced  a  computerized  roster  listing  all  control  group  medical 
problems  that  were  not  fully  treated  at  the  screen.    The  project  then  contacted 
the  parents  of  these  children  to  determine  whether  treatment  had  been  completed 
subsequently.    Project  medical  referral  sheets  were  filled  in  accordingly. 

Children  first  screened  during  the  control  phase  were  left  in  the  control 
group  for  at  least  one  year  even  though  many  of  them  received  one  or  more 
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rescreens.    They  were  left  in  the  control  group  because  rescreen  ratios  were 
themselves  being  tested.    The  project  neither  monitored  problems  reported 
after  the  initial  control  period  nor  followed  up  after  six  months  to  determine 
treatment  outcomes.    Certain  control  group  children  were  eventually  added  to 
the  experimental  group  after  one  year. 

In  Campbell  and  Stanley's  terms,  the  most  serious  threat  to  this  design 
was  "history".    Any  major  change  in  the  state's  routine  EPSDT  program  during 
the  period  under  study  would  have  threatened  comparisons.    Major  events  did 
occur  at  the  very  start  and  at  the  very  end  of  the  project,  but  very  little 
changed  in  between. 

During  July  1977,  early  in  the  control  phase  of  the  project,  the  state 
raised  reimbursement  rates  for  EPSDT  screening  by  50%.    This  almost  certainly 
affected  rescreen  rates  because  it  gave  screeners  a  financial  incentive  to 
remind  clients  of  rescreens  or  to  "upgrade"  subsequent    office  visits  into 
EPSDT.    Both  the  experimental  and  control  groups  were  affected  equally, 
however,  since  virtually  no  rescreens  had  occurred  prior  to  the  change. 

The  second  event  was  the  promulgation  of  new  federal  penalty  regulations 
for  EPSDT  in  May  1979.    The  state  acted  quickly  to  satisfy  these  regulations, 
at  least  on  paper,  but  no  program  changes  were  instituted  until  October  1st, 
until  well  after  all  project  data  had  been  collected. 

There  are  no  visible  "history"  threats  to  the  experimental  design, 
although  the  design  makes  it  impossible  to  rule  them  out  completely. 

Another  potential  problem  with  this  design  had  to  do  with  the  way  in 
which  data  were  collected.    Data  on  the  experimental  group  were  recorded  by 
case  monitors  during  the  course  of  monitoring,  and  they  were,  therefore, 
largely  current  at  the  time  that  they  were  recorded.    Parents  of  control 
group  children,  however,  were  not  contacted  until  about  six  months  had  passed 
since  the  events  in  question.    The  follow-up  interviewer  needed  to  know  not 
only  whether  treatment  was  completed,  but  also  the  date  on  which  it  was 
initiated;  and  recall  lapse,  particularly  on  the  latter  point,  was  inevitable. 
Outcome  reports  may  also  have  been  affected  by  the  fact  that  case  monitors  became 
acquainted  with  their  clients  through  repeated  contacts,  while  the  control 
group  follow-up  interviewer  made  only  a  single  contact. 

The  project  v/as  very  conscious  of  these  possible  sources  of  contamination, 
and  it  made  every  effort  to  control  them.    The  same  case  closure  statuses 
were  used  for  the  control  as  for  the  experimental  group,  and  the  same  i ndi vidua! - 
the  assistant  project  director  -  examined  every  case  as  it  was  closed.  Very 
little  occurred  that  could  have  seriously  threatened  the  experimental  design, 
but  it  must  be  recognized  (and  accepted)  that  minor  scientific  flaws  are 
unavoidable  in  a  real  world  project. 
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CHAPTER  3 
SCREEN  COMPLETIONS 


"The  model  case  monitoring  system  will  have  a  higher  rate  of  screen 
completions  per  number  of  shows  for  screening." 

Neither  the  state  nor  the  federal  government  had,  until  recently,  defined 
the  content  of  a  complete  EPSDT  screen,  and  so  it  was  left  to  individual 
screeners  to  make  their  own  definition.    During  the  course  of  the  project, 
175  experimental  screens  (4.3%  of  the  total)  were  defined  as  incomplete  at 
the  first  visit.    The  most  usual  reason  for  an  incomplete  screen  was  that 
urinalysis  could  not  be  done. 

Table  1    shows  the  screen  completion  status  for  both  the  control  and 
the  experimental  groups.    In  the  control  group,  97.5%  of  screens  were 
completed  at  the  first  visit  compared  to  95.7%  in  the  experimental  phase. 
In  both  the  experimental  and  control  groups,  TPCHD  clients  were  the  least 
likely  to  be  complete  at  first  visit,  possibly  because  health  department 
staff  were  more  conscientious  (or  compulsive)  in  following  through  on  detail. 
Subsequent  visits  closed  all  but  2.0%  of  control  screens  and  1.7%  of  experi- 
mental ones. 

During  the  control  phase  of  the  project,  only  39  screens  were  defined 
as  incomplete,  and  this  was  too  small  a  number  to  allow  reliable  hypothesis 
testing.    Community  health  workers  did  monitor  the  175  incomplete  experimental 
screens,  and  they  were  able  to  complete  107  (61.1%)  of  them.    The  average 
incomplete  screen  required  one  hour  and  fifteen  minutes  of  CHW  time  and  cost 
$24.41  in  staff  time  and  overhead.    An  average  of  two  hours  and  fifteen 
minutes  and  $44.30  were  needed  to  complete  a  screen*. 


*Th.e  methodology  used  to  develop  these  cost  figures  is  discussed  in 
Appendix  D. 


TABLE   1 ;        PERCENT  OF  SCREENS  COMPLETED 
COMPLETED  SCREENS 
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N' 


Completed  at 
First  Visit 


Completed  at 
Second  Visit 


Total  Completed 


CONTROL  GROUP 


Incompleted 
Screens 


iota  l 
Age 

1  C  "7/1 

lb/4 

97.0 

U.  b 

no  n 
98.  U 

2.0 

Under  1 

672 

99.0 

0.6 

99.6 

0.4 

1-  6 

556 

A/~  A 

96.0 

A  "7 

0.7 

(\£  "7 

96.7 

o  o 

3.2 

7-13 

266 

98.5 

0.0 

98.5 

1.5 

T.  A  OA 

1 4-20 

OA 

80 

AO  C 

92. 5 

A  A 

0.0 

AO  C 

92. 5 

"7  C 

7.5 

Provider 

High  Volume 

791 

98.4 

0.3 

98.7 

1.4 

Low  Volume 

502 

96.6 

1.0 

97.6 

2.4 

Community 
CI inics 

1  54 

A  A  A 

99.4 

A  A 

0.0 

A  A  A 

99.4 

A  C 

0.6 

TPCHD 

T,  O  *7 

127 

AO  *7 

93. 7 

A  O 
0.  O 

rvnrnTMrMTAi     onni  in 

EXPERIMENTAL  bRUUP 

94.  b 

b.  b 

Total 
Age 

4059* 

95-7 

2.6 

98.3 

1.7 

Under  1 

1416 

98.6 

0.7 

99.3 

0.7 

1-  6 

1631 

95.  0 

cm  u 

AT  A 

97.  0 

O  A 

2.  9 

7-13 

739 

96.  5 

2.3 

98.8 

1.2 

14-20 

273 

82.4 

17,2 

99.6 

0.4 

Provider 

High  Volume 

1613 

98.7 

0.9 

99.6 

0.4 

Low  Volume 

161  4 

96.0 

2.2 

98.2 

1.9 

Community 
CI inics 

415 

98.1 

1.0 

99.1 

1.0 

TPCHD 

366 

89.1 

3.6 

92.7 

7.4 

*  Includes  51  family  planning  screens 
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CHAPTER  4 
RESCREENS 

"The  model  case  monitoring  system  will  have  a  higher  rate  of  rescreen  completions 
per  number  of  eligibles  for  rescreening  . " 

The  state  of  Washington  authorized  up  to  five  EPSDT  screens  during  each 
child's  first  year  of  life  and  one  every  twelve  months  thereafter.    As  noted 
above,  the  project  hypothesized  that  routine  reminders  by  case  workers  would 
increase  the  proportion  of  children  who  showed  for  rescreen.    (See  Appendix  C 
for  the  procedure  used.) 

Two  practical  problems  emerged  in  testing  this  hypothesis.    The  first 
was  that  many  rescreens  were  reported  only  to  the  Medicaid  billing  system  and 
not  to  the  project.    The  project  learned  of  these  rescreens  by  obtaining 
Medicaid  profiles  on  each  participating  child,  and  HSRI  then  entered  a  dummy 
screening  sheet  into  its  data  system  for  each  such  screen.    (In  this  report, 
non-project  screens  are  only  counted  in  rescreen  ratios,  not  in  other 
tabulations.)    The  second  problem  was  that  the  reason  for  not  having  a  rescreen 
was  only  recorded  manually  and  only  for  the  experimental  group;  hence,  we 
can  only  estimate  "the  number  of  eligibles  for  rescreening..  ." 


A.    Infant  Rescreens 

The  state  of  Washington  officially  recommended  that  infant  screens  be 
done  on  the  following  schedule: 

-  one  screening  up  to  six  weeks  of  age 

-  one  during  two  to  three  months  of  age 

-  one  during  four  to  five  months  of  age 

-  one  during  six  to  seven  months  of  age 

-  one  during  eleven  to  twelvemonths  of  age.* 

Individual  screeners  followed  their  own  schedules,  however,  and  all  screens 
up  to  five  in  one  calendar  year  appear  to  have  been  reimbursed. 

The  periodicity  schedule  shown  above  created  major  problems  for  the  project, 
and  it  would  not  be  feasible  to  monitor      on  a  statewide  basis.    Most  of  these 
screens  were  supposed  to  occur  two  months  or  less  apart,  and  a  computerized 
data  system  -  except  one  giving  the  project  on-line  access  for  data  entry 
and  retrieval  -  cannot  possibly  be  updated  fast  enough.    The  project  experi- 
mented with  several  computerized  rosters  produced  by  HSRI,  but  it  was  only 
able  to  monitor  rescreens  effectively  after  it  instituted  a  manual  tickler 
system  in  May  1978. 

The  state's  periodicity  schedule  was  also  difficult  to  monitor  because 
few  of  the  participating  screeners  followed  it.    In  contacting  parents,  CHW's 
had  to  ask  when  they  had  last  seen  the  doctor  and  when  he  wanted  to  see  them 
again.  They  could  remind  parents  of  their  right  to  a  periodic  rescreen  but 
could  not  require  their  regular  physician  to  provide  it.    The  project  recorded 
47  instances  in  which  infant  rescreens  recommended  by  the  state  schedule  did 


*The  first  and  second  period  overlapped  by  two  weeks.    No  screens  were 
authorized  between  exactly  seven  and  exactly  ten  months  after  birth. 
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not  occur  because  the  child's  physician  did  not  feel  that  the  time  was 
appropriate. 

Testing  the  Hypothesis 

The  dependent  variable  to  be  measured  for  this  hypothesis  is  the  ratio 
between  actual  and  expected  rescreens  for  each  group  of  children.  Both  the 
numerator   and  the  denominator  of  the  ratio  were  somewhat  difficult  to  calculate. 

For  this  analysis,  we  classified  infant  screens  by  whether  or  not  they 
accorded  with  the  state's  official  schedule.    Those  that  did  were  labelled 
"correctly  timed",  while  those  that  fell  in  the  period  between  seven  and 
ten  months  after  birth  were  called  "wrong  period".    A  third  group  called 
"duplicates"  included  repeat  screens  in  officially  authorized  periods.  We 
have  excluded  the  third  type  of  screen  from  this  hypothesis  test  because 
these  screens  occurred  less    than  two  months  after  a  correctly  timed  screen 
and  were  probably  ineffective  as  EPSDT  procedures. 

The  expected  number  of  rescreens  was  also  problematic  because  many 
infants  entered  the  project  long  after  their  first  screen  should  have  occurred, 
and  many  others  had  not  reached  their  first  birthday  by  the  time  the  project 
ended.    Although  infants  should  have  had  five  screens  during  their  first 
year  of  life,  only  a  minority  were  under  project  surveillance  for  a  full 
twelve  months.    The  expected  number  of  rescreens  was  based  on  the  state's 
official  periodicity  schedule;  and  it  was  calculated  separately  for  each 
individual  based  on  his  age  and  the  date  when  he  entered  the  project. 

Since  the  project  did  not  have  an  effective  system  for  rescreens  until 
April  1978,  the  experimental  results  discussed  below  are  for  infants  first 
screened  in  May  or  later. 

Results 

Chart  1  shows  that  case  monitoring  did,  indeed,  improve  the  ratio  between 
actual  and  expected  rescreens,  from  54.4%  in  the  control  group  to  74.1%  in 
the  experimental.    For  high  volume  physicians t  the  ratio  rose  from  65.6%  to 
76.5%;  while  for  low  volume  physicians,  it  went  from  62.7%  to  80.0%. (The 
other  two  provider  groups  are  not  shown  because  of  insufficient  case  size; 
full  details  of  these  calculations  are  presented  in  Table  A-l). These  three 
differences  are  all  statistically  significant  for  a  one-tailed  t  test  at  the 
0.05  level  of  confidence  and  they,  therefore,  support  the  hypothesis. 

Reasons  for  Incomplete  Rescreens 

Table  2  shows  that  most  of  the  failures  to  schedule  infant  rescreens 
lay  outside  the  project's  control.    Over  half  (50.5%)  of  the  rescreen  failures 
occurred  because  the  child  was  no  longer  eligible  for  EPSDT.  Physicians 
refusal  accounted  for  15.4%  of  rescreen  failures,  and  patient  refusal  for 
10.5%.    These  numbers  refer  only  to  the  experimental  group,  but  all  except 


*See  Chapter  14  for  a  discussion  of  the  four  provider  groups. 
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Chart  1:       Ratio  Between  Actual    and  Expected  Infant  Rescreens 
for  the  Control  and  Experimental**  Groups 


*Excludes  "duplicate"  screens.    See  text. 

**Includes  infants  first  screened  between  May  and  September  1978  only. 
***Significantly  greater  than  result  for  control  group. 
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the  patient  refusal  category  probably  occurred  with  about  the  same  frequency 
during  the  control  period. 


Table  2:    Reasons  for  Failure  to  Complete  Infant  Rescreen  Series 


N    =  305 

Unable  to  contact  30.5% 

Family  moved  20.0% 

No  longer  eligible  19.7% 
Doctor  did  not  feel  rescreen 

was  needed  at  this  time  15.4% 

Refused  10.5% 

Other  3.9% 


100.0% 


The  factors  listed  above  cannot  be  used  for  adjustment  of  rescreen  ratios 
because  they  refer  to  children  rather  than  to  rescreens.    They  do  indicate, 
though,  that  rescreen  ratios  for  children  entering  the  project  after  May  1978 
were  about  as  high  as  monitoring  could  expect  to  make  them. 

The  Cost  of  Monitoring  Infant  Rescreens 

A  completely  accurate  estimate  of  the  cost  of  monitoring  rescreens 
cannot  be  made  since  we  do  not  know  how  many  rescreens  were  worked  on. 
A  total  of  1,489  rescreens  were  "expected"  to  occur  during  the  period  under 
study,  but  the  project  clearly  did  not  work  on  all  of  them.    Some  children 
were  lost  to  follow-up  or  became  ineligible  even  before  their  first  rescreen 
was  due,  and  no  monitoring  v/as  then  attempted  for  later  rescreens.    The  figures 
discussed  below  are  approximately  correct,  however,  and  should  be  adequate 
for  planning  purposes. 

Community  health  workers  spent  an  average  of  39  minutes  arranging  each 
of  these  expected  infant  rescreens,  and  the  total  costs  including  associated 
overhead  expenses  was  $12.81*.    The  cost  for  a  full  series  of  four  infant 
rescreens,  based  on  this  figure,  would  be  $51.24  per  child. 

The  actual  number  of  rescreens  that  occurred  was  1,103,  and  the  cost 
for  each  of  the  "successes"  was  $17.21. 

Chart  1  above  showed  that  many  of  these  rescreens  would  have  occurred 
anyway  even  without  project  intervention.    Case  monitoring  improved  the  rescreen 
ratio  by  9.7  percentage  points,  from  54.4%  to  74.1%.    The  cost  for  these 


*See  Appendix  D  for  a  complete  discussion  of  the  costing  methodology. 
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"extra"  rescreens,  that  is,  per  rescreen  that  would  not  have  occurred  without 
monitoring,  was  $132.49. 


B.    Annual  Rescreens 

The  State  of  Washington  recommended  that  eligible  children  above  age 
one  have  an  EPSDT  screen  every  twelve  months.    These,  in  principle,  should 
have  been  easier  to  monitor  because  the  long  interval  between  screens  facilitated 
use  of  computerized  rosters.    The  welfare  population  is  highly  mobile, 
however,  both  geographically  and  in  terms  of  eligibility, so  that  a  consider- 
able effort  was  required  to  arrange  each  rescreen. 

Case  monitoring  did  improve  the  proportion  of  children  having  an  annual 
rescreen,  but  the  overall  effect  was  smaller  than  it  was  for  infant  rescreens. 
If  we  count  all  second  screens  regardless  of  when  they  occurred,  we  find  that 
40.2%  of  control  group  children  had  rescreens,  compared  to  44.5%  of  experi- 
mental children  first  screened  in  1977.    (Those  first  screened  after  1978 
are  excluded  from  this  calculation  because  many  of  them  did  not  have  time 
for  a  rescreen  before  the  end  of  the  project.)    Chart  2  shows  a  moderate 
size  improvement  for  preschool  children  (43.6%  to  51.2%)  and  a  drastic  worsening 
(42.4%  to  19%)  for  teenagers.    This  falloff  for  teens  cannot  be  explained 
with  the  data  at  hand,  but  other  indices  in  this  report  also  show  that 
monitoring  had  little  positive  effect  for  those  over  13. 

The  procedure  used  in  the  Pierce  County  project  was  to  remind  children 
of  their  rescreen  rights  as  soon  as  possible  after  twelve  months  had  passed 
since  their  last  screen.    Rescreens  that  occurred  sooner  than  twelve  months 
after  last  screen  were  not  due  to  project  intervention,  and  a  cost-conscious 
program  might  actually  try  to  discourage  them  as  ineffective.    The  ideal  time 
for  annual  rescreens,  as  defined  by  the  project,  was  twelve  to  sixteen  months 
after  last  screen. 

Detailed  results  shown  in  Table  A-2  indicate  that  monitoring  increased 
the  proportion  of  children  with  ideally-timed  rescreens  from  9.7%  to  16.8%. 
The  proportion  of  rescreens  that  occurred  during  this  ideal  period  was  24.1% 
for  the  control  group  and  37.8%  in  the  experimental.    The  overall  effect  of 
monitoring  was  small,  but  the  effect  was  considerable  within  the  time  period 
that  the  project  sought  to  influence. 

The  explanations  for  failure  to  rescreen  were  about  the  same  for  children 
over  one  as  they  were  for  infants,  but  a  larger  proportion  of  the  'bver  ones" 
were  ineligible  and  a  smaller  proportion  were  refused  an  appointment.  A 
total  of  55.2%  of  rescreen  failures  occurred  because  the  family  had  moved  or 
could  not  otherwise  be  located,  while  28.2%  occurred  because  of  ineligibility. 
In  2.4%  of  cases,  the  child's  physician  did  not  feel  a  rescreen  was  needed  at 
this  time,  while  clients  refused  rescreening  in    3.3%  of  cases.    These  figures, 
as  before,  refer  only  to  the  experimental  group,  but  they  would  probably  have 
been  about  the  same  for  those  without  monitoring. 


Chart  2:    Proportion  of  Children  Having  An 
Annual  Rescreen     By  Age  at  First  Screen 


E 

X 


51 . 2% * 


All  Ages  1-6  7-13  14-20 

*Significantly  greater  than  result  for  control  group. 
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Table  3;    Reasons  for  Failure  to  Get  Annual  Rescreens 


N   =  571 


Unable  to  contact 

Family  moved 

No  longer  eligible 

Doctor  did  not  feel  rescreen 


30 . 5% 
24.7% 
28.2% 


was  needed  at  this  time 
Refused 
Other 


2.4% 
13.3% 
0, 9% 
100.0% 


The  Cost  of  Annual  Rescreen  Monitorina 

  i  .......  at! 

According  to  project  records,  community  health  workers  spent  a  total  of 
793  hours  working  on  876  annual  rescreens,  for  an  average  time  cost  of  54 
minutes  each.    The  monetary  cost  per  rescreen  attempted  (including  overhead 
and  a  portion  of  miscellaneous  EPSDT-related  costs)  was  $17.64. 

Only  a  portion  of  these  rescreens  were  successfully  completed,  however, 
and  only  120  occurred  during  the  optimal  period  of  twelve  to  sixteen  months 
after  last  screen.    These  120  completed  rescreens  cost  an  average  of  $128.77 
each  to  arrange.    As  shown  above,  moreover,  many  of  these  would  have  occurred 
anyway,  without  project  intervention;  and  "extra"  rescreens,  above  and  beyond 
those  that  would  have  occurred  on  their  own,  cost  an  average  of  $223.94  to 


arrange. 
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CHAPTER  5 
CASE  RETENTIONS 


"The  model  case  monitoring  system  will  have  a  higher  retention  rate,  that  is, 
fewer  eligibles  lost  to  the  program." 

This  hypothesis  has  two  possible  meanings  in  terms  of  the  available  data 
set,  one  based  on  infant  and  annual  rescreen  ratios,  and  the  other  based  on 
problem  outcomes.  Since  Chapter    4  discussed  rescreens,  this  chapter  focuses 
on  the  alternative  measure. 

A  "case"  is  defined  as  all  of  the  problems  arising  from  a  single  screen. 
A  "retained  case"  is  one  in  which  all  of  the  reported  problems  were  closed  with 
one  or  more  of  the  following  statuses: 

-  false  positive 

-  treatment/ immunization  completed 

-  treatment  terminated/maximum  benefit  achieved 

-  under  treatment  six  months  after  referred 

-  condition  noted;  treatment  not  advised  or  warranted. 

(See  Appendix  E  for  a  full  listing  of  possible  closure  statuses.) 

Chart  3  shows  that  monitoring  did  increase  case  retention  rates,  as  hypo- 
thesized.   The  overall  improvement  -  for  cases  with  at  least  one  referral  - 
was  from  51.9%  to  71.4%,  a  difference  which  is  statistically  significant  for  a 
one-tailed  t  test  at  the  0.05  level  of  confidence.    Detailed  results  in  Table 
A-3  show  similar  degrees  of  improvement  in  most  age  and  provider  groupings; 
only  teenagers  and  TPCHD  clients  show  relative  small  improvements.  Hypothesis 
1-cis,  therefore,  supported. 
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CHAPTER  6 
PROBLEM  RESOLUTIONS 


"The  model  case  monitoring  system  will  have  a  higher  rate  of  problem 
resol utions  per  number  ot  confirmed  problems." 


A  resolved  problem  in  this  project  was  defined  as  one  given  any  of  the 
following  closure  statuses: 

-  treatment/immunization  completed 

-  treatment  terminated/maximum  benefit  achieved 

-  condition  noted;  treatment  not  advised  or  warranted 

False  positives  and  those  still  under  treatment  six  months  after  referral  were 
considered  neither  resolved  nor  unresolved;  the  proportion  of  problems  resolved 
consisted  of  the  number  resolved  divided  by  the  total  number  of  problems,  less 
false  positives  and  those  still  under  treatment.    (See  Appendix  E  for  a  tabular 
presentation  of  this  classification  scheme.) 

Chart  4  and  Table  A-4  show  that  monitoring  did  improve  the  proportion  of 
problems  resolved  by  12.6  percentage  points,  from  70%  to  82.6%.    This  difference 
is  statistically  significant  for  a  one-tailed  t  test  at  the  0.05  level  of  confi- 
dence and  it,  therefore,  supports  the  project's  hypothesis.    Detailed  results 
shown  in  Table  A-4  indicate  substantial  improvements  for  all  age  groups  except 
teenagers,  for  all  provider  groups  and  for  most  of  the  larger  ICDA  groupings. 

The  differences  summarized  in  Chart  4  appear  to  be  small  mainly  because  51.7% 
of  control  group  problems  and  37.9%  of  experimental  ones  were  fully  treated  and 
resolved  at  the  screen.    (See  Chanter  17  for  further  discussion.)  Monitoring 
could  only  be  expected  to  influence  those  problems  requiring  additional  treatment 
after  screen.    Chart  5,  therefore,  provides  a  more  sensitive  indicator  of  case 
monitoring1 s  effectiveness. 

Chart  5  and  Table  A-4  show  that  monitoring  increased  the  proportion  of 
referred  problems  that  were  resolved  from  37.9%  to  70.1%.    The  most  dramatic 
improvement  was  for  children  aged  between  one  and  six,  since  their  resolution 
rate  increased  from  27.8%  to  65.7%.    Teenagers,  on  the  other  hand,  benefitted 
very  little;  their  resolution  rate,  already  high  (55%)  without  monitoring, 
increased  by  only  4.3  percentage  points  to  59.3%  during  the  experimental  phase. 
Other  results  shown  in  Table  A-4  indicate  that  TPCHD  clients  benefitted  from 
case  monitoring  less  than  did  clients  of  other  screeners. 

Chart  6  shows  problem  outcomes  by  whether  the  screener  referred  the  problem 
back  to  self  or  to  some  other  provider.    Without  case  monitoring,  referrals  to 
"other"  were  nearly  twice  as  likely  to  get  resolved  as  were  referrals  to  self 
(53.9%  versus  29.8%).    This  may  be  because  parents  considered  problems  referred 
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Chart    6    :    Proportion  of  Referred  Problems 
Resolved,  By  'To  Whom  Referred' 
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elsewhere  to  be  more  serious,  although,  in  fact,  we  have  no  data  to  support  this. 
With  case  monitoring,  on  the  other  hand,  the  proportion  resolved  rose  41.7  per- 
centage points  to  71.5%  for  referrals  to  self  and  only  9.7  points  to  63.6%  for 
referrals  to  "other".    We  are  not  quite  sure  why  these  effects  are  so  different 
and  suggest  that  they  be  tested  in  other  projects  as  well. 

Sufficient  cases  are  available  for  analysis  in  five  of  the  seventeen  ICDA 
categories,  and  all  but  dental  show  improvements  due  to  monitoring.    The  propor- 
tion of  mental  disorders  resolved  rose  from  21.4%  to  59.7%.    Nervous  system  and 
sense  oraan  problems  increased  from  48.1%  to  73.9%.    Immunization  completions  rose 
from  34%  to  53.8%,  and  "all  other  conditions"  went  from  31%  to  68.8%.    The  13.2 
point  fall  for  dental  referrals,  from  71.9%  to  58.7%,  suggests  that  this  type  of 
problem  does  not  benefit  at  all  from  CHW  follow-up. 


Detailed  Problem  Closure  Statuses 

The  results  described  above  are  based  on  a  combination  of  oroblem  closure 
statuses,  and  they  ignore  problems  that  were  still  under  treatment  after  six 
months.    Table  A-5  lists  all  ten  closure  categories  and  gives  us  further  infor- 
mation on  why  resolution  rates  differed.    Monitoring  had  the  greatest  effect  on 
three  categories:    the  proportion  completed  rose  from  27.4%  to  50.8%;  the 
proportion  still  under  treatment  fell  from  21.9%  to  13.8%,  and  the  Droportion 
refused  f  11  from  33.8%  to  6.7%. 

Differences  by  referral  destination  are  again  interesting.    In  the  control 
group,  referrals  to  "other"  were  nearly  twice  as  likely  as  referrals  to  self  to 
be  closed  with  treatment  completed,  while  the  reverse  relationship  held  true 
with  case  monitoring.    The  proportion  of  referrals  to  other  that  were  completed 
was  actually  higher  without  monitoring  than  with  it.    An  astounding  39.2%*  of 
control  group  referrals  to  self  were  closed  as  treatment  refusals. 

Details  in  Table  A-6  show  the  distribution  by  case  closure  status  of  those 
problems  that  did  not  get  resolved  during  the  control  and  experimental  phases. 
During  the  control  phase,  70.1%  of  failures  were  due  to  patient  refusals,  while 
families  had  moved  or  been  lost  to  contact  in  29%  of  cases.    During  the  experi- 
mental phase,  on  the  other  hand,  34.2%  were  due  to  refusal  and  62.5%  were  lost 
to  follow-up.    The  latter  category,  of  course,  lies  outside  the  project's 
control,  suggesting  that  the  type  of  monitoring  practiced  in  Pierce  County  came 
close  to  reaching  its  maximum  potential. 


Timing  of  Problem  Resolution 
Table  A-7  shows  the  timing  of  problem  resolution  for  all  control  and 


*This  closure  category  included  an  unknown  number  of  problems  for  which  a 
return  visit  to  the  physician  was  somewhat  discretionary.    The  physician  in  these 
cases  may  have  told  the  parent  to  call  him  after  some  period  of  time  to  decide 
whether  a  further  treatment  was  necessary.    If  the  parent  failed  to  do  this,  the 
case  was  closed  as  a  refusal. 
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experimental  problems.    In  the  experimental  grouD,  42%  of  problems  were  resolved 
at  screen*,  an  additional  24.7%  were  resolved  at  the  first  visit  after  screening**, 
and  8.8%  were  resolved  later;  9%  were  still  under  treatment  six  months  after 
screening,  and  15.4%  were  closed  without  resolution. 

Exactly  two-thirds  (66.7%)  of  experimental  problems  were  resolved  either  at 
screening  or  within  one  visit  thereafter.    Doctor  A  resolved  80.6%  of  experimental 
problems  within  this  time  frame,  while  TPCHD  resolved  only  35.8%  of  its  problems. 
By  ICDA  group,  infectious  diseases  and  parasites,  and  respiratory  and  skin 
problems  were  especially  likely  to  be  resolved  within  one  visit  (86.1%,  85.6% 
and  86.9%  respectively),  while  dental  problems  and  immunizations  were  the  least 
likely  (31.9%  and  32.8%  respectively). 


The  Cost  of  Problem  Resolution 

Community  health  workers  spent  an  average  of  94  minutes  following  each  of 
the  1,835  problems  that  were  referred  during  the  experimental  phase  of  the 
project.    The  cost  in  dollar  terms,  including  a  share  of  overhead  and  unallocated 
EPSDT  costs,  was  $30.59  per  problem  followed.    These  and  other  figures  are 
summarized  in  Table  4  and  further  explained  in  Appendix  D. 

Table  4  shows  that  immunizations  and  dental  problems  generally  cost  only 
about  half  as  much  to  follow  as  did  other  medical  problems.    The  cost  per  problem 
followed  was  $17.78  for  immunizations,  $16.70  for  dental  problems,  and  $33.40 
per  other  medical  problem.    These  costs  are  in  terms  of  1978  dollars  and  would 
have  to  be  inflated  for  projection  into  the  future. 

The  figures  in  Table  4  can  also  be  used  to  estimate  the  average  cost  per 
screen  or  per  child.    In  Chapter  16  we  will  show  that  the  average  screen  reported 
0.68  referred  problems,  so  that  the  average  monitoring  cost  per  screen  was  $30.59 
x  0.68,  or  $20.79.    The  average  infant  screen  reported  0.63  referred  problems,  so 
the  cost  for  a  series  of  five  infant  screens  would  be  $30.59  x  0.63  x  5,  or  $96.36. 
(As  shown  in  Chapter  4,  the  monitoring  cost  to  arrange  these  rescreens  would  be 
$12.81  x  4,  or  $51.24;  this,  plus  the  screenina  cost' itself,  $110.00,  and  the 
cost  of  problem  monitoring,  would  add  up  to  $257.60.) 

The  cost  per  problem  resolved  in  Pierce  County  averaged  $50.93.    It  was 
$38.58  for  immunizations,  $32.87  for  dental  referrals,  and  $53.14  for  other 
medical  conditions. 

The  final  column  of  Table  4  shows  the  cost  per  "extra"  problem  that  would  not 
have  been  resolved  without  case  monitoring.  As  we  showed  earlier  in  this  chapter, 
37.9%  of  referred  problems  were  resolved  during  the  control  phase  without  any 


*See  Chapter  17  for  further  discussion  of  this  proportion. 

**This  proportion  was  determined  after  a  special  recoding  of  experimental 
problems.    The  recoding  was  not  done  for  the  control  group. 
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Table  4:    Time  and  Financial  Costs 
for  Problem  Monitoring 


Average  CHW 
Time  per 
Problem 

Cost  per 
Problem 
Fol lowed 

Cost  per 
Probl em 
Resol ved 

Cost  per 
"Extra"  1 
Resolved 

All  problems 

94  minutes 

$30.59 

$50.93 

$99.34 

Immunizations 

55 

17.78 

38.58 

132.39 

Dental 

51 

16.70 

32.87 

* 

Other  Medical 

103 

33.40 

53.14 

86.91 

*Case  monitoring  had  no  effect  on  resolution  rates. 
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monitoring  at  all,  and  presumably  the  same  porportion  would  have  been  resolved 
"for  free"  during  the  experimental  phase.    Had  the  project  known  in  advance  whi 
problems  these  were,  it  could,  of  course,  have  saved  itself  a  great  deal  of 
money;  but  as  it  was,  only  a  portion  of  the  Droblems  monitored  actually  bene- 
fitted from  it.    For  those  that  did,  the  average  cost  was  $99.34,  including 
$132.89  for  immunizations  and  $86.91  for  other  medical  problems.    Since  dental 
problems  were  less  likely  to  be  resolved  with  rather  than  without  monitoring, 
it  may  be  considered  that  all  of  the  money  spent  on  this  category  was  wasted. 
These  results  strongly  suggest  that  case  monitoring  should  be  prioritized  in 
future  EPSDT  programs. 


CHAPTER  7 
CASE  COMPLETIONS  AND  CONVERSIONS 


"The  model  case  monitoring  system  will  have  a  higher  rate  of  case  completions 
per  number  of  confirmed  unwell  cases. " 

"Clients  served  by  the  model  case  monitoring  system  will  show  a  higher  rate 
of  case  conversions;  that  is,  unwell  to  well  cases. " 

These  two  hypotheses  are  identical  to  each  other,  and  so  they  are  considered 
together.    As  shown  in  Appendix  E,  a  converted  case  is  one  in  which  all  problems 
were  resolved.    A  case  conversion,  in  other  words,  is  the  same  as  a  problem 
resolution  except  that  all  of  the  problems  reported  from  a  single  screen  are 
considered  together. 

Chart  7  and  Table  A- 3  show  that  monitoring  increased  the  proDortion  of  cases 
converted  from  36.7%  in  the  control  group  to  65.6%  in  the  experimental.  This 
difference  is  statistically  significant  for  a  t  test  at  the  0.05  level  of  confi- 
dence.   As  with  problem  resolutions,  the  differences  were  largest  for  preschool 
children  (ages  one  to  six)  and  smallest  for  teenagers. 

As  detailed  in  Appendix  D,  the  monitoring  cost  per  referred  case  was  $46.89 
and  the  cost  per  converted  case  was  $86.35.    The  cost  for  each  "extra"  conversion 
was  $177.05. 
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Chart  1     :    Proportion  of  Cases  Converted 
(Cases  With  at  Least  One  Referral  Only) 
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CHAPTER  8 
INTERVAL  TO  TREATMENT  INITIATION 


"The  model  case  monitoring  system  will  have  a  greater  proportion  of  clients 
receiving  treatment  within  time  limits  prescribed  by  federal  regulations  (60  days) . 1 

The  hypothesis  stated  above  is  no  longer  correct  in  its  reference  to 
federal  regulations  and,  in  fact,  the  data  system  developed  in  the  Pierce  County 
project  cannot  be  easily  adapted  to  the  new  requirements.    As  of  May  1979, 
regulations  require  that  a  "state  must  have  screened  and  begun  treatment  of  at 
least  75%  of  the  recipients  who  requested  services  within  120  days  of  the  initial 
request.  .  ."    By  180  days,  moreover,  95%  must  be  screened  and  have  treatment 
initiated.    The  project's  data  system  began  at  the  screen  rather  than  at  the 
intake  interview,  and  so  we  can  only  count  the  interval  to  treatment  initiation 
from  that  point  onward. 

Chart  8  evaluates  the  original  hyDOthesis  by  showing  the  proportion  of 
control  and  experimental  problems  for  which  treatment  was  initiated  within  sixty 
days  after  screening.    In  the  control  group,  treatment  was  initiated  for  68.9%  of 
problems  during  the  screen  itself  (see  Chapter  17),  and  an  additional  12.8%  had 
treatment  initiated  within  sixty  days  thereafter  (total  81.7%).    During  the 
experimental  phase,  76.9%  of  required  treatments  were  initiated  during  the 
screen  and  an  additional  11%  during  the  ensuing  two  months  for  an  overall  total 
of  87.9%.    The  proportion  treated  was  higher  during  the  experimental  phase,  but 
this  was  mainly  because  of  the  chance  event  that  more  experimental  problems  were 
treated  during  the  screen.* 

Table  5  Drovides  a  more  refined  measure  of  the  effect  of  case  monitoring 
because  it  includes  only  those  problems  that  did  not  have  treatment  initiated 
during  the  screen  (Table  A-9,  in  the  Appendix,  is  a  more  complete  version  of 
Table  5.)    This  table  shows  that  monitoring  did  improve  the  oercentage  reaching 
initial  treatment  within  sixty  days  by  8.1  percentage  points,  from  38.9%  to  47%. 
Results  by  age  show  a  dramatic  improvement  (from  26.7%  to  47.8%)  for  children 
aged  one  to  six,  but  no  improvement  at  all  for  other  age  groups.    Teenagers,  in 
fact,  did  worse  with  monitoring.    There  is  *  consistent  pattern  here:    whether  we 
look  at  rescreen  rates,  problem  resolutions,  or  treatment  initiations,  preschoolers 
alwavs  benefitted  the  most  from  monitoring  while  teenagers  reacted  negatively. 

Several  of  the  differences  in  Table  5,  including  the  difference  between 
the  control  and  experimental  group  totals,  are  statistically  significant  for  a 
one-tailed  t  test  at  the  0.05  level  of  confidence.    The  hypothesis  is  supported. 


*Results  of  the  experimental  group  are  biased  downward,  however,  because 
the  date  of  treatment  initiation  was  not  consistently  recorded  until  mid-August 
1978.    Too  few  problems  were  reported  after  that  date  to  allow  a  refined  test. 
Dates  for  the  control  group  were  consistently  recorded,  however. 
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Chart  8  :  Proportion  of  Total  Problems  Receiving 
Initial  Treatment  Within  Sixty  Days  After  Screening 
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*Significantly  greater  than  result  for  control  group. 


Table  5:    Proportion  of  Problems  Receivina  Initial 
Treatment  within  Sixty  Days  after  Screening, 
Excluding  Problems  Treated  at  Screen 


Control  Experimental 


Total  38.9%  47.0%* 
Age 

Under  1  year  43.8  42.8 

1-6  years  26.7  47.8* 

7-13  years  49.5  48.0 

14-20  years  64.3  51 .7 

Provider 

High  volume         •  40.7  52.6* 

Low  vol ume  31 .5  47.3* 

Community  clinics  37.9  51.9 

TPCHD  44.2  42.2 


*Significantly  greater  than  result  for  control  group. 
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CHAPTER  9 
TREATMENT  OUTCOMES 


"Clients  served  by  the  model  case  monitoring  system  will  show  greater 
improvements  in  health  status,  as  measured  by  general  healthiness  ratings,  and 
by  severity  ratings  of  specific  problem  conditions." 

"Clients  served  by  the  model  case  monitoring  system  will  show  greater 
'preventive'  healthiness,  as  reflected  by  the  currency  of  their  immunization 
status,  and  assessments  of  their  dental  health." 

"Clients  served  by  the  model  case  monitoring  system  will  show  a  higher 
rate  of  case  conversions,  that  is,  unwell  to  well  cases." 

The  first  two  of  these  hypotheses  were  intended  to  be  measures  of  the  long 
term  health  benefits  of  EPSDT.    They,  therefore,  require  a  comparison  of  findings 
at  initial  screens  with  findings  at  subsequent  screens.    Age  controls  are 
essential  for  this  because,  as  we  shall  show  in  detail  later  on  (Chapter  16), 
finding  rates  and  the  probability  of  rescreening  are  quite  age  dependent. 

The  third  hypothesis  is  identical  to  one  tested  in  Chapter  7,  and  it  will 
not  be  reconsidered  here. 

Charts  9  through  13  compare  initial  and  subsequent  screens  on  all  of  the 
dependent  variables  mentioned  above  plus  one  additional  one.    Chart  9  shows  that 
the  mean  healthiness  rating  improved  marginally  from  7.57  for  initial  screens 
to  7.63  for  subsequent  ones.    The  increase  was  especially  large  for  teenagers. 
Three  of  the  differences  shown  in  Chart  9,  including  the  difference  for  all  ages 
combined,  were  statistically  significant  for  a  one-tailed  t  test  at  the  0.05 
level  of  confidence. 

Problem  severity  ratings  improved  marginally  for  infants  (from  2.394  to 
2.302)  but  rose  for  everyone  else.  None  of  these  differences  (Chart  10)  was 
statistically  significant. 

The  next  chart  shows  that  9.7%  of  the  children  needed  additional  immuni- 
zations after  their  first  screen,  but  that  only  7.4%  needed  them  after  subse- 
quent screens.    Improvements  were  large  at  every  age,  especially  after  infancy, 
but  only  the  overall  difference  and  the  difference  at  ages  one  to  six  were 
statistically  significant. 

Dental  finding  rates  were  likewise  much  lower  at  rescreens,  with  an  overall 
decrease  from  3.9%  to  0.4%.    (The  latter  figure  is  greatly  biased  by  the  fact 
that  most  rescreens  were  on  infants,  however,  since  infant  screens  reported  no 
dental  problems.)    The  difference  at  ages  one  to  six  was  again  statistically 
significant. 

Finally,  Chart  13  shows  the  mean  numbers  of  problems  reported  at  each  initial 
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Chart  9:  Mean  Healthiness  Ratings  for 
Initial  and  Subsequent  Screens,  by  Age 


Total  Under  1  1-6  7-13  14-20 


*Significantly  greater  than  result  for  initial  screens. 
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Chart    10  :    Severity  Ratings  of  Problems 
Found  at  Initial  and  Subsequent  Screens,* 
by  Age 
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Chart     11:    Proportion  of  Children  Needing  Additional 
Immunizations  After  the  Day  of  Screen:    Comparison  of 
Initial  and  Subsequent  Screens 


13.5% 


*Signifi cantly  lower  than  result  for  initial  screens. 


Chart    12  :    Dental  Finding  Rate  Comparing 
Initial  and  Subsequent  Screens 
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*Significantly  lower  than  result  for  initial  screens. 
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Chart     13:    Mean  Number  of  Problems  Found  at  Initial  and  Subsequent  Screens: 

Total  and  "True"*  Problems 


Total  Problems 


"True"  Problems 


Initial 
1 .01% 


0.26% 


Subsequent  Subsequent 
Initial 


0.93%* 


0.87% 


0.14% 


0.93% 


0.09% 


Initial 


1.01 


0.27% 


Subsequent 


0.94% 


Initial 


1.13% 


0.33?i 


Initial 


1 . 08% 


Subsequent 


0.95% 


0.34% 


Subsequent 


0.87% 


Total 


Under  1 


1  -  6 


7  -  13 


*  See  Chapter  16  for  definition.  Rates  exclude  immunization  deficiencies 
**Significantly  lower  than  result  for  initial  screens. 


14  -  20 
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and  subsequent  screen  using  two  different  definitions  of  "problem."    The  left 
hand  side  of  the  chart  shows  that  initial  screens  in  this  project  reported  an 
overall  average  of  1.01  problems  per  screen,  while  subsequent  screens  averaged 
0.93.    Infants  tended  to  have  increased  number  of  problems  at  later  screens, 
but  all  other  age  groups  showed  decreases  ranging  from  7  to  20%.    As  noted  on 
the  chart,  several  of  these  decreases  were  statistically  significant. 

The  "true"  problem  finding  rates  in  the  lower  section  of  each  column  include 
only  those  problems  which  definitely  did  not  cause  the  screen  to  occur.  (See 
Chapter  16  for  a  more  thorough  discussion  of  how  we  defined  this.)    These  figures 
include  primarily  preventive  health  conditions  and  thus  show  the  true  EPSDT 
problem  finding  rate.    They  are  drastically  lower  for  subsequent  screens  than 
they  are  for  initial  ones:    in  total  0.26  versus  0.11.    Every  age  group  except 
infants  showed  at  least  a  50%  decrease  at  rescreens.    Significance  tests  are  not 
shown  here  because  the  method  of  rate  calculation  makes  them  very  difficult, 
but  we  have  no  doubt  that  most  or  all  of  these  differences  are  significant. 

Every  single  one  of  these  measures,  except  that  for  problem  severity, 
shows  that  children  were  healthier  and  evidenced  greater  preventive  health 
orientation  at  rescreens  than  they  did  at  initial  screens.    There  are  two 
possible  explanations:    either  healthy  children  were  more  likely  to  get  rescreened 
than  unhealthy  ones,  or  the  initial  screen  itself  improved  health  status.*  Either 
way,  these  conclusions  support  the  need  for  aggressive  outreach  and  rescreen  moni- 
toring:   if  the  unhealthy  children  are  less  likely  to  get  rescreened  at  present, 
then  further  efforts  are  needed  to  bring  them  in  because  they  stand  to  benefit 
more  from  treatment.    If  screening  itself  improves  preventive  health  orientation, 
then  clearly  more  children  need  to  be  exposed  to  it.    A  truly  valid  study  of  the 
long  term  benefits  of  EPSDT  needs  more  longitudinal  data  than  we  have  here,  but 
the  evidence  suggests  that  health  benefits  do,  indeed,  occur. 


*The  first  explanation  could  be  tested  by  evaluating  only  those  children  with 
at  least  two  screens,  but  the  present  set-up  of  the  data  file  does  not  permit 
this . 
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CHAPTER  10 
PROJECT  OBJECTIVES 


The  project's  second  year  grant  application  stated  seven  snecific  objec- 
tives, and  the  achievement    toward  each  is  summarized  in  this  chapter.  In  most 
cases,  detailed  results  are  discussed  in  other  chapters,  as  referenced  in 
parentheses. 


A.    Treatment  Initiation  and  Completion 

"Increase  the  problem  completion  rate  to  85%  of  the  problems  found  during 
screening  and  confirmed  by  diagnosis  with  necessary  treatment  beginning  within 
60  days  of  completed  screen. 11 

Chapter  8  showed  that  87.9%  of  problems  reported  during  the  experimental 
phase  received  initial  treatment  within  sixty  days  after  screening;  Chapter  6 
showed  that  82.6%  of  Droblems  were  eventually  resolved.    This  objective,  in 
brief,  was  partially  achieved. 


B.  Immunizations 

"Increase  the  immunization  completion  rate  to  85%  of  children  screened  in 
project. " 

Table  6  showed  that  94.7%  of  children  screened  during  the  control  phase  of 
the  project  were  current  in  their  immunizations,  either  as  they  left  the  screen 
or  through  subsequent  treatment.    Case  monitoring  increased  this  proportion  to 
95.3%.    The  project  had  little  effect  on  immunization  levels,  but  this  was 
because  there  was  little  room  for  improvement. 


C.    Rescreen  Ratios 

"Increase  the  rescreen  rate  within  14  months  to  85%  of  those  children 
still  eligible  for  the  program  and  residing  in  the  project  area. " 

This  objective  is  difficult  to  evaluate  because  computerized  records  were 
only  kept  for  completed  screens.    Chapter  4  above  showed  that  experimental 
group  infants  received  74.1%  of  their  expected  number  of  rescreens  and  that  over 
70%  of  the  remainder  were  missed  because  of  loss  of  eligibility,  departure  from 
the  area,  or  inability  to  contact.    Children  over  one  year  received  44.5%  of 
their  expected  rescreens,  with  83.4%  of  the  failures  due  to  the  reasons  listed 
above.    This  objective,  in  other  words,  was  almost  certainly  achieved,  even 
though  we  cannot  determine  the  precise  proportion  of  eligibles  that  were  rescreened. 


44 


Table  6:    Immunization  Status 
Before,  During  and  After  Screening* 


Total 


Current  at  Screen  Completion 
Current  Brought 
Before  Current 


44.3% 


CONTROL 
47.7% 


Brought 
Current 
Later 


2.7% 


Total 


94.7% 


Under  1 
1 -6  years 
7-13  " 
14-20  " 


38.1 
42.6 
57.6 
66.2 


55.3 
44.7 
38.8 
32.5 


3.4 
3.6 
0.4 
0 


96.8 
90.9 
96.8 
98.7 


Total 


48.6% 


EXPERIMENTAL 


41 . 6% 


5.1% 


95 . 3% 


Under  1 
1-6  years 
7-13  " 
14-20  " 


43.1 
45.1 
62.0 
65.0 


47.8 
42.1 
31.7 
30.4 


5.1 
6.2 
3.7 
1 .7 


96.0 
93.4 
97.4 
97.1 


*Table  A-10  is  a  somewhat  more  detailed  version  of  this  table. 
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D.    Reporting  System 

"To  implement  a  reporting  system  that  will  provide  information  about  types 
of  problems  identified,  diagnosis  made,  and  treatment  provided. " 

A  thorough,  reporting  system  was  developed  and  tested.  See  Chapter  15  for 
detai Is. 


E.    Costs  of  Diagnosis  and  Treatment 

"To  determine  the  costs  of  diagnosis  and  treatment,  both  under  the  existing 
and  innovative  systems. " 

HSRI,  with  the  project's  assistance,  reviewed  27  months  of  cost  data  for 
approximately  1500  children.    The  results  of  this  study  are  described  in  Chapter  13. 


F.    Effectiveness  of  Case  Monitoring 

"To  determine  the  effects  of  a  formal  case  monitoring  program  upon  rates  of 
screen/rescreen  completions,  problem  resolutions,  case  completions;  upon  the 
timeliness  of  treatment  provided  and  the  outcomes  of  treatment. " 

The  results  of  these  analyses  are  detailed  in  Chapters  3  through  8. 


G.    Cost-Benefit  Analysis 

"To  complete  a  cost-benefit  analysis  for  any  positive  effects  that  are 
found. " 

The  methodology  used  in  these  calculations  is  described  in  Appendix  D, 
while  the  actual  results  are  presented  in  pertinent  chapters  of  Section  Two. 
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CHAPTER  11 
LIMITED  CASE  MONITORING 


During  the  first  thirteen  months  of  the  experimental  project,  all  reported 
problems  ware  followed  up  until  one  of  the  following  outcomes  had  occurred: 

-  treatment  was  completed  (problem  resolution); 

-  child  dropped  from  project  (treatment  refusal,  lost  to  follow-up,  loss 
of  eligibility,  family  moved);  or 

-  six  months  had  passed  since  the  screen. 

Children  were  followed,  in  other  words,  for  as  long  as  they  had  any  potential 
need  for  assistance,  even  though,  as  control  group  results  showed,  many  would 
have  reached  problem  resolution  without  CHW  intervention. 

Results  from  a  small  sample  in  the  Dallas  EPSDT  project,  however,  had  shown 
that  monitoring  only  to  the  first  visit  after  screen  was  just  as  likely  to  lead 
to  problem  resolution  as  was  full  (or  extended)  case  monitoring  as  defined  above.* 
If  this  proved  to  be  the  case  in  Pierce  County,  limited  monitoring  would  naturally 
be  more  cost  effective  than  extended  monitoring  because  costs  would  be  lower 
for  equal  outcomes.    As  part  of  its  third  year  funding  application,  the  project 
proposed  a  formal  study  of  the  costs  and  effectiveness  of  this  reduced  degree  of 
case  follow-up. 


Methodology 

In  subsequent  discussions  in  Pierce  County,  the  full  degree  of  case  moni- 
toring practiced  during  the  first  thirteen  months  became  known  as  extended  case 
monitoring  (ECM),  while  the  more  restricted  variety  of  the  third  year  was  called 
limited  case  monitoring  (LCM).    To  quote  from  the  project's  third  year  grant 
application: 

Beginning  on  October  1,  1978,  the  Project  will  limit  case  monitoring  to  the 
first  visit  after  screening,  so  that  problems  that  require  more  than  one 
visit  will  not  be  given  additional  case  monitoring.    During  the  limited 
case  monitoring  period  (October  1,  1978  to  March  31,  1979),  patients  will 
be  assisted  in  arranging  their  first  visit  after  screening,  but  will  not 
then  be  recontacted  until  four  months  later.    (For  66.7%  of  referred  prob- 
lems, this  first  visit  after  screening  will  actually  be  the  second  treat- 
ment visit,  since  two-thirds  of  all  referred  problems  are  treated  initially 
at  the  time  of  screening.)    Between  the  third  and  fourth  months  after 
screening,  the  Health  Services  Research  Institute  (HSRI)  will  issue  a 
follow-up  roster.    Project  staff  will  then  obtain  Medicaid  patient  profiles 
on  these  patients  and  will  contact  their  parents  (and  if  necessary  the 


*Health  Services  Research  Institute,  1978.  EPSDT  in  an  Urban  Setting  - 
Dallas,  Texas:    Final  Evaluation  Report. 


48 


treatment  provider)  to  determine  the  following: 

1)  whether  the  patient  showed  for  the  first  visit  after  screen; 

2)  whether  additional  visits  were  required;  and 

3)  whether  treatment  was  completed. 

Outcomes  will  be  recorded  on  the  Project's  medical  referral  form,  using  the 
same  case  closure  statuses  as  were  used  in  the  control  and  ECM  periods. 

Procedures  for  infant  rescreens  were  also  affected  by  the  switch  to  LCM,  arid 
these  will  be  discussed  separately  below. 


A.    Case  Conversions  under  LCM 

"The  proportion  of  cases  converted  from  unwell    to  well  will  be  the  same  in 
the  LCM  group  as  in  the  ECM  group." 

A  case,  it  will  be  recalled  (see  Chapter  5),  consists  of  all  of  the  problems 
reported  from  a  single  screen,  while  a  converted  case  is  one  in  which  treatment 
was  completed  for  all  referred  problems.    (See  Appendix  E  for  a  list  of  possible 
problem  closure  status.)    Chart  14  shows  that  65.6%  of  ECM  cases  were  converted, 
compared  to  60.9%  of  LCM  ones.  The  difference  is  slight  and  not  of  statistical 
significance.    Only  the  difference  among  TPCHD  cases  is  significant;  here  the  pro- 
portion converted  fell  from  59.4%  with  extended  monitoring  to  41.1%  with  LCM. 
The  first  hypothesis  of  the  third  year  proposal  is  supported.    (See  Table  A-3 
for  further  details.) 

As  further  explained  in  Appendix  D,  monitoring  and  associated  overhead  cost 
$9766  for  the  total  of  356  LCM  cases  that  were  followed.    The  cost  per  case  was 
$27.43,  compared  to  $46.89  with  extended  monitoring.    Per  converted  case,  the 
cost  was  $62.60  under  LCM  and  $86.35  under  ECM.    On  either  of  these  bases,  LCM 
would  appear  to  be  more  cost  effective  than  ECM.    The  ultimate  measure  of  cost 
effectiveness,  however,  must  take  account  of  the  cases  that  would  have  been  con- 
verted on  their  own  without  follow-up  of  any  kind  (as  in  the  control  group). 
After  subtracting  these  cases,  the  cost  per  "extra"  conversion  was  $177.05 
under  ECM  and  $171.33  under  LCM  .There  is,  in  other  words,  no  cost  advantage  to 
LCM;  although  it  cost  less  than  ECM  on  per  case  followed  and  per  case  resolved 
basis,  its  ultimate  cost  effectiveness  was  virtually  the  same  as  ECM's. 


B.    Problem  Resolutions  under  LCM 

"The  proportion  of  problems  that  are  resolved  will  be  the  same  in  the  LCM 
group  as  in  the  ECM  group." 

As  discussed  earlier  in  Chapter  6,  a  resolved  problem  is  analogous  to  a 
converted  case  except  that    each  problem  is  considered  individually.  (See 
Appendix  E  for  a  classification  of  case  closure  statuses.)    Chart  15  shows  that 
the  difference  between  ECM  and  LCM  can  be  looked  at  in  four  overlapping  subsets 
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Chart  14  :    Proportion  of  Cases  Converted, 
Comparing  LCM  with  ECM  and  Control  Cases  ** 


Control 


Extended 
£ase 

Monitoring 


High  Volume  Low  Volume 

Total  Physicians  Physicians  TPCHD 


73.1% 


*Signifi cantly  different  from  ECM  result. 

**There  were  insufficient  cases  from  community  clinics  for  presentation  here. 
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Chart  15  :    Proportion  of  Problems  Resolved  with 
Extended  and  Limited  Monitoring 


Total  Problems  Referred  Problems      Missed  First  Appointment        Multiple  Visits 


*Significantly  lower  than  results  for  extended  case  monitoring  group. 
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of  problems. 

If  we  look  at  all  problems  reported,  regardless  of  whether  or  not  treatment 
was  needed  after  screening,  we  see  that  82.6%  were  resolved  with  extended  moni- 
toring and  that  84.4%  were  resolved  with  LCM.  There  is,  in  other  words,  no  over- 
all difference  between  limited  ana  extended  monitoring. 

Later  on  in  this  report  (Chapter  17),  however,  we  will  see  that  the  propor- 
tion of  problems  fully  treated  during  the  screen  itself  rose  from  37.9%  during 
the  extended  monitoring  phase  to  52.7%  during  limited  monitoring.    This  change 
was  not  at  all  due  to  the  type  of  monitoring  used,  since  only  referred  problems 
(that  is,  those  needing  treatment  after  screening)  were  given  either  kind  of 
follow-up.    The  proportion  resolved  among  referred  problems  is  a  more  refined 
measure;  it  shows  that  ECM  resolved  70.1%  of  problems,  compared  to  61.9%  resolved 
by  LCM.  This  is  a  small  but  statistically  significant  difference  in  favor  of 
extended  monitoring. 

Limited  case  monitoring  followed  exactly  the  same  procedures  as  extended 
monitoring  through  the  scheduling  of  the  first  visit  after  screening,  and  Chapter 
17  will  show  that  79.1%  of  experimental  problems  were  resolved  without  any 
additional  monitoring  required.    LCM,  in  other  words,  differed  from  ECM  for  only 
20.9%  of  total  problems  (36.3%  of  referred  problems).    There  were  two  reasons 
for  LCM  differing  from  ECM  for  this  minority  of  problems:    either  the  child 
missed  his  or  her  first  appointment  after  the  screen  or  multiple  treatment  visits 
after  screening  were  required. 

During  the  ECM  phase,  all  families  were  contacted  shortly  after  a  scheduled 
appointment,  and  those  who  missed  the  first  appointment  were  offered  additional 
assistance.    LCM  clients  were  not  contacted  until  at  least  four  months  had  passed 
since  screening,  and  they  were  not  offered  further  help  at  the  time  of  the 
missed  appointment.    Chart  15  shows  that  the  former  approach  was  far  more  effec- 
tive:   52.5%  of  those  who  missed  their  first  appointment  but  got  further  help 
eventually  reached  treatment  resolution,  compared  to  only  12%  without  such 
assistance.    Monitoring  clearly  benefitted  the  approximately  nine  percent  of 
children  who  missed  their  first  appointment.    (See  Chapter  17  for  further  details.) 

Chart  15  also  shows,  however,  that  those  who  needed  multiple  treatment 
visits  after  screening  did  equally  well  under  LCM  (82.1%  resolved)  as  they  did 
under  EDM  (78.9%).  Once  a  child  reaches  his  first  treatment  after  screen,  there 
seems  to  be  little  point  in  monitoring  further;  with  or  without  monitoring,  he 
is  highly  likely  to  get  his  problem  resolved. 

Costs 

As  noted  in  the  introduction  to  this  chapter,  the  project's  third  year 
proposal  anticipated  that  limited  case  monitoring  would  be  just  as  effective 
as  extended  monitoring  but  at  a  somewhat  reduced  cost.    We  have  seen  that  LCM 
was  slightly  less  effective  than  ECM  among  referred  problems  and  especially  for 
children  who  missed  their  first  appointment  after  screening,  but  we  have  not  yet 
considered  costs.    Table  7  summarizes  these  cost  figures  and  relates  them  to 
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Table  7:    Time  and  Financial  Costs 
For  Extended  and  Limited  Problem  Monitoring 


Average  CHW 
Time  per 
Problem 


Cost  per 

Problem 

Followed 


Cost  per 
Problem 
Resol ved 


Cost  per 
"Extra"  Problem 
Resol ved 


All  Problems 

Extended  Monitoring 
Limited  Monitoring 

Immunizations 


94  Minutes 
59  " 


$30.59 
19.26 


$50.93 
41.21 


$99.34 
110.98 


Extended  Monitoring 
Limited  Monitoring 

Dental 


Extended  Monitoring 
Limited  Monitoring 

Other  Medical 


Extended  Monitoring 
Limited  Monitoring 


55 
49 


51 
34 


103 
64 


17.78 
15.90 


16.70 
10.95 


33.40 
20.78 


38.58 
35.78 


32.87 
23.11 


53.14 
44.05 


132.89 
128.80 


86.91 
91 .61 


*Case  monitoring  had  no  effect  on  resolution  rates. 
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problem  resolutions.    (See  Appendix  D  for  a  discussion  of  the  costing  methodology.) 

The  first  column  of  Table  7  shows  that  substantially  less  time  was  spent  on 
LCM  problems  than  had  been  spent  on  ECM.    The  average  LCM  problem  took  59  minutes 
of  CHW  time  compared  to  94  minutes  under  ECM.    (LCM  figures  do  not  include  the 
cost  of  the  four-month  follow-up  since  this  was  a  research  rather  than  a  service 
cost.)    The  greatest  time  savings  was  for  "other  medical  problems"  where  time 
requirements  fell  from  103  minutes  to  64  minutes  per  problem  followed. 

Limited  case  monitoring  for  all  1018  screens  during  this  period  cost  $9766, 
or  $9.59  per  screen.    This  was  less  than  half  of  the  $20.79  incurred  per  screen 
during  the  extended  period,  but  part  of  the  reduction  was  due  to  the  lower  referral 
rate  during  the  LCM  period.    (See  Chapter  17.)    On  a  per  problem  followed  basis, 
the  cost  was  $30.59  for  extended  monitoring  and  $19.26  for  limited.    Table  7 
shows  that  both  dental  and  "other  medical"  monitoring  were  especially  cheap 
during  the  ECM  phase. 

As  noted  in  previous  chapters,  however,  the  cost  per  screen  or  per  problem 
followed  measures  only  half  of  the  cost-effectiveness  equation,  and  we  must 
take  account  both  of  the  proportion  of  problems  resolved  and  of  the  number  that 
would  have  been  resolved  without  any  monitoring.    Table  7  shows  that  ECM  was 
still  somewhat  costlier  than  LCM  on  a  per  problem  resolved  basis,  with  especially 
large  differentials  for  dental  and  "other  medical"  problems.    The  average  cost 
per  problem  resolved  was  $50.93  with  extended  monitoring  and  $41.21  with  limited. 

The  final  column  of  Table  7  shows  the  monitoring  cost  per  "extra"  problem 
resolved  for  both  the  ECM  and  LCM  groups.    "Extra"  problem  resolutions  are 
above  and  beyond  those  that  would  have  occurred  without  any  monitoring  at  all 
(as  in  the  control  group).    There  is  no  cost  shown  for  dental  problems,  for 
example,  because  neither  limited  nor  extended  monitoring  apparently  resolved 
any  dental  problems  that  would  not  have  been  resolved  on  their  own.    The  cost 
per  "extra"  problem  resolved  is  actually  slightly  higher  for  LCM  problems  than 
it  is  for  ECM:  $110.98  versus  $99.34.    When  we  consider  both  cost  and  effective- 
ness, in  other  words,  extended  monitoring  is  actually  somewhat  more  effective 
than  limited  monitoring.    The  difference  is  only  partially  due  to  the  slightly 
lower  problem  resolution  rate  under  LCM;  it  is  also  due  to  the  fact  that  a 
higher  proportion  of  LCM  problems  were  still  under  treatment  after  six  months. 
The  difference  in  cost  effectiveness  between  the  two  groups  is  not  large,  but 
the  original  expectation  that  LCM  would  be  more  cost  effective  than  ECM  has 
clearly  not  been  supported. 


C.    Infant  Rescreens  under  LCM 

"The  ratio  between  actual  and  expected  rescreens  will  be  the  same  with 
both  limited  and  extended  case  monitoring." 

To  quote  from  the  project's  third  year  proposal: 

During  the  period  of  the  limited  case  monitoring  study  (October  1,  1978  to 
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March  31,  1979),  infants  who  enter  the  Project  will  be  assisted  to  obtain 
their  first  recommended  rescreen,  but  no  effort  will  be  made  to  schedule 
additional  rescreens.    Follow-up  procedures  will  be  the  same  as  those  with 
limited  case  monitoring  for  problem  follow-up.    Between  the  third  and 
fourth  months  after  screening  HSRI  will  issue  a  follow-up  roster.  Project 
staff  will  then  obtain  Medicaid  patient  profiles  on  these  infants,  and  will 
contact  their  parents  to  determine  the  following: 

1)  whether  the  infant  showed  for  the  recommended  rescreen; 

2)  whether  additional  recommended  rescreen  appointments  were  made 
and  kept; 

3)  whether  the  rescreen  sequence  was  completed. 

Chart  16  shows  that  LCM  clients  under  one  received  57.5%  of  their  expected 
rescreens,  compared  to  64.4%  in  the  control  group  and  74.1%  under  ECM.    In  the 
control  group,  clients  received  no  assistance  at  all;  while  with  limited  moni- 
toring they  were  helped  to  their  first  rescreen;  so  it  is  somewhat  surprising 
that  LCM  infants  did  worse  than  the  control  group.    In  any  case,  the  project's 
hypothesis  was  not  supported. 

Cost  calculations  for  infant  rescreens  are  described  in -detail  in  Appendix 
D,  but  results  are  summarized  in  Table  8.    Extended  monitoring  cost  more  than 
limited  monitoring  per  expected  and  per  actual  rescreen,  but  the  money  spent  on 
limited  monitoring  had  no  effect  on  rescreen  rates.    The  cost  per  expected 
rescreen  was  $12.81  with  extended  monitoring  and  $9.14  with  limited;  per  success- 
ful rescreen,  costs  were  $17.30  and  $15.92  respectively.    LCM  costs  per  rescreen 
would  almost  certainly  have  declined  with  time  because  they  were  entirely  con- 
centrated on  the  first  rescreen;  in  a  longer  project,  they  would  have  been 
"amortized"  over  a  full  schedule  of  four  rescreens. 
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Chart  16  :    Ratio  between  Actual*  and  Expected  Infant  Rescreens 


Extended  Limited 
Control        Monitoring  Monitoring 


74.1%** 


64.4% 


*Duplicate  screens  in  the  same  time  period  are  excluded.  See  text. 
**Includes  children  who  entered  the  project  after  May  1,  1978  only. 
***Significantly  less  than  ECM  result. 
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Table  8:    The  Cost  of  Monitoring 
Infant  Rescreens* 


Average  CHW 
Time 

Extended  Monitoring  39  minutes 
Limited  Monitoring  28  " 


Cost  per  Cost  per  Cost  per 

Expected  Actual  "Extra" 

Rescreen  Rescreen  Rescreen 

$12.81  $17.30  $132.49 

9.14  15.92  — * 


*See  notes  in  Appendix  D. 
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CHAPTER  12 
DENTAL  AND  FAMILY  PLANNING  SUBSTUDIES 


A.  Dental 

"Problem  finding  rates  for  dental  problems  will  increase  significantly  when 
a  dental  hygienist  is  added  to  the  regular  screening  staff." 

Regular  screeners  in  the  Pierce  County  project  reported  dental  problems 
from  only  4.9%  of  the  screens  on  children  over  three,  and  this  was  far  below 
expectations.    (See  Chapter  16  for  additional  discussion.)    The  evidence  suggested 
strongly  that  dental  screening  was  not  being  done  or  was  not  being  done  properly> 
and  so  in  August,  1978,  the  project  hired  a  part-time  dental  hygienist  to  conduct 
independent  examinations.    The  results  of  this  experiment  are  fully  described  in 
the  project's  report,  which  is  attached  as  Appendix  F. 

As  Chart  17  indicates,  the  dental  hygienist  reported  dental  problems  from 
56%  of  the  fifty  EPSDT  screens  which  she  performed  on  children  over  three.  This 
difference  is  highly  significant  both  statistically  arid  substantively,  and  it 
strongly  supports  the  project's  hyposthsis. 


B.    Family  Planning 

During  its  third  year  of  operation,  the  project  also  established  an  inter- 
agency linkage  with  the  Tacoma-Pierce  County  Family  Planning  Clinic.  The 
proposal  for  this  linkage  is  attached  as  Appendix  G,  and  a  detailed  analytical 
write-up  is  available  from  the  Washington  Department  of  Social  and  Health  Services. 
This  substudy  had  two  objectives  which  the  project  asked  HSRI  to  evaluate: 

1)  To  determine  the  costs  of  providing  extended  case  monitoring  to 
treatment  completion  for  conditions  identified  as  a  result  of 
the  Family  Planning/EPSDT  screen. 

2)  To  assess  the  effects  of  this  extended  case  monitoring  system  on 
treatment  outcomes  by  measuring  the  following  proportions: 

a)  the  proportion  of  cases  converted  from  unwell  to  well 

b)  the  proportion  of  problems  that  are  successfully  resolved,  and 

c)  the  proportion  of  problems  receiving  initial  treatment  within 
sixty  days  after  screening. 

Objective  5  cannot  be  addressed  here  because  separate  time  records  were 
not  kept  for  family  planning  follow-up.    Objective  6  can  be  addressed  but  only 
with  slight  statistical  confidence  because  of  the  small  number  of  problems  reported. 

During  the  first  eight  months  of  this  substudy  (December,  1978  through  July, 
1979),  the  TPCHD  family  planning  clinic  reported  51  screens  and  39  problems  to 


Chart  17  :    Proportion  of  Screens*  Reporting  Dental  Problems 


Regular  Dental 
Screeners  Hygienist 

56.0%** 


4.9% 

*Children  over  three  only. 

**Significantly  greater  than  result  for  regular  screeners. 
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the  project.    As  Chart  18  shows,  most  of  the  reported  problems  were  of  a  pre- 
ventive "EPSDT"  nature,  suggesting  that  the  need  for  preventive  screening  is 
quite  high  in  this  age  group.    The  project  calculated  that  the  marginal  cost  of 
adding  EPSDT  components  to  the  family  planning  screen  was  about  four  dollars; 
andin  this  respect,  it  might  have  been  one  of  the  most  cost  effective  screening 
providers  in  the  project. 

The  following  statistics  indicate  the  results  of  case  monitoring: 


proportion  of  cases  converted: 

proportion  of  cases  retained: 

proportion  of  total  problems  resolved: 

proportion  of  referred  problems  resolved: 

proportion  of  total  problems  initially  treated  within 

sixty  days: 

proportion  of  problems  not  treated  at  screen  that  were 
subsequently  treated  within  sixty  days: 


15.4%  (N=13) 
15.4%  (N=13) 
38.7%  (N=31) 
9.5%  (N=21) 

45.2%  (N=31) 

10.5%  (N=19) 


Although  based  on  small  case  sizes  (as  indicated  by  the  numbers  in  paren- 
thes  s),  these  results  suggest  that  monitoring  was  unusually  difficult  for  prob- 
lems reported  from  the  family  planning  clinic.    This  may  be  partly  because  the 
health  worker  involved  had  to  be  very  careful  in  contacting  clients  at  home  so 
as  to  maintain  confidentiality,  and  she  was  able  to  contact  only  the  children 
rather  than  the  parent.    Moreover,  18  of  the  39  reported  problems  were  either 
dental  caries  or  immunizations,  and  results  elsewhere  in  this  report  suggest 
that  these  problems  were  less  likely  than  others  to  be  resolved. 
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Chart  lc 

I:    LIST  OF  PROBLEMS  REPORTED  FROM  FAMILY  PLANNING 
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CHAPTER  13 
MEDICAID  COSTS* 


One  of  the  state's  major  concerns  in  planning  for  an  expanded  EPSDT 
program  was  whether  such  a  program  would  add  significantly  to  the  state's 
medical  welfare  costs,  as  paid  for  under  Medicaid.    While  acknowledging  the 
assertion  that  cost  reductions  might  occur  over  a  longer  time  period,**  the 
state  was  concerned  that  shorter  term  costs  for  expanding  EPSDT  might  be 
greater  than  the  penalties  for  non-compliance  with  federal  regulations. 
Surveys  ***  in  other  states  had  found  little  or  no  cost  increments,  but 
circumstances  differed  somewhat  in  Washington,  and  this  might  have  affected 
results. 

In  order  to  evaluate  this  question,  HSRI  and  project  staff  in  Tacoma 
drew  a  sample  of  1259  children  to  analyze  their  Medicaid  costs  before  and 
after  screening.  (See  Appendix  J-l  for  a  discussion  of  the  sampling  pro- 
cedure.)   Medicaid  profiles  were  obtained  (on  two  separate  occasions)  covering 
the  27  months  between  October  1,  1976  and  December  31,  1978.    A  cutoff  date 
was  assigned  to  each  child:    for  those  with  screens,  this  was  the  date  of 
the  first  screen  reported  during  the  study  period,  while  for  unscreened 
children  the  date  October  31,  1977  was  arbitrarily  assigned. 

To  quote  from  the  project's  third  year  grant  application: 
"Four  types  of  analyses  will  be  performed: 

A.  Cost  per  Child:    The  average  monthly  Medicaid  cost  is  being  sought, 
exclusive  of  screening  costs.    This  is  being  sought  for  both  screened 
and  unscreened  individuals,  for  periods  both  before  and  after 
screening  (if  any) . 

B.  Treatment  Cost  per  Child  and  per  Problem:    Problems  found  at  screening 
will  be  linked  with  treatment  costs  for  those  problems  both  before 
and  after  screening. 


*The  Medicaid  Cost  Study  benefitted  greatly  from  the  research  assistance 
of  Greg  Terrill  and  Robert  Brunei  1. 

**Britt,  Arthur  E.,  Harold  D.  Dickson  and  J.  Lindsey  Bradley.    1974.  The 
Early  and  Periodic  Screening  Diagnosis  and  Treatment  Program:    A  Twenty  Year 
Cost/Benefit  Analysis.    San  Antonio:    Health  Services  Research  Institute. 

***Health  Services  Research  Institute.    1978.    Final  Evaluation  Report-Phase 
IV:    EPSDT  Demonstration  in  an  Urban  Setting,  Dallas  Texas 
Community  Health  Foundation.    1977.    Cost  Impact  Study  of  the  North  Dakota 
EPSDT  Program. 

Health  Services  Research  Institute.    1978.    EPSDT  Diagnosis  and  Treatment: 
A  Five  State  Analysis. 
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C.  Treatment  Costs  by  Type  of  Problem:    The  average  treatment  costs 
will  be  sought  for  certain  problems  commonly  found  during  screening 
(vision,  dental,  otitis  media,  derma to! ogical ,  perhaps  other). 

The  objective  is  to  see  if  screening  reduces  costs  through  early 
detection.    Data  are,  therefore,  required  for  both  screened  and 
unscreened  individuals,  for  periods  both  before  and  after  screen 
(if  any). 

D.  Health  Care  Utilization  Patterns:    We  wish  to  determine  two  things 
under  this  heading: 

0)  whether  persons  volunteering  for  screens  had  different  utilization 
patterns  before  the  screen  than  those  who  did  not  get  screens 
(in  other  words,  does  EPSDT  bring  people  into  the  health  care 
system,  or  is  it  merely  an  extra  benefit  for  those  already  in 
the  system?) 

(2)  whether  EPSDT  changes  utilization  patterns  for  those  who  do  get 
screened. 

Utilization  will  be  measured  in  terms  of  cost.    Emergency  room  use  will 
be  of  particular  interest." 


Methodological  Notes 

Table  J -2  shows  that  the  final  sample  for  the  Medicaid  study  included 
1259  children,  of  whom  763  (60.6%)  were  screened  one  or  more  times  during 
the  study  period.    Eight-eight  of  these  were  from  the  supplemental  sample 
and  were  given  a  double  weight;  hence,  the  tables  in  this  report  are  based 
on  a  weighted  sample  of  1347  children.    About  two-fifths  of  these  (39.4%) 
were  not  screened  at  all  during  the  27  month  period  under  study,  while  39.0% 
received  one  or  more  experimental  project  screens.    The  remaining  21.6% 
were  screened  only  outside  the  the  project  or  in  the  control  group. 

The  age  distribution  of  children  differs  substantially  from  one  screening 
category  to  another  and  is,  of  course,  partly  a  reflection  of  the  way  in  which 
the  sample  was  selected.    The  bottom  section  of  Table  J-2  shows  that  35.1% 
of  the  screened  children  were  below  age  one  at  the  cutoff  date  compared  to 
17.2%  in  the  unscreened  group.    One  quarter  (25.5%)  of  the  latter  group  were 
over  14  compared  to  8.4%  of  the  former.    The  actual  age  distribution  of  clients 
in  any  future  EPSDT  program  will  depend  on  the  type  of  outreach  method  that 
is  used,  and  so  major  emphasis  in  this  report  will  be  placed  on  the  individual 
age  groups  rather  than  on  the  total . 

Table  J-4  shows  the  proportion  of  time  during  which  respondents  were 
eligible  for  Medicaid.    Screened  children  were  eligible  68.5%  of  the  time 
between  October  1,  1976  and  the  first  screen,  while  unscreened  children 
were  eligible  62.1%  of  the  time  between  October  1,  1976  and  October  31,  1977. 
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The  differences  were  even  larger  after  the  cutoff  data  -  67.2%  for  screened 
children  versus  45.2%.    It  appears  that  the  longer  a  child  is  on  welfare,  the 
more  likely  he  or  she  is  to  get  screened. 

Our  immediate  objective  in  analyzing  this  sample  was  to  calculate  the 
average  cost  per  child  before  and  after  first  screen  or  October  31,  1977. 
Children  in  the  sample  had  experienced  a  variable  number  of  months  between 
October  1,  1976,  and  that  date,  however,  and  so  it  was  only  possible  to  make 
comparisons  on  a  per  month  basis.    Each  child's  total  costs  before  and  after 
screening  were,  therefore,  divided  by  the  number  of  months  experienced  before 
and  after  screening. 

Months  of  experience  were  considered  in  two  different  ways.    The  first 
was  to  count  all  months,  regardless  of  whether  or  not  the  child  was  eligible  for 
Medicaid  during  the  full  time.    The  second  way  was  to  include  months  of 
eligibility  only.    The  first  way  is  probably  the  best  for  state  planning 
purposes  because  children  do  go  on  and  off  welfare,  but  it  confuses  changes 
due  to  EPSDT  with  changes  due  to  eligibility  loss.    (We  have  already  seen  above 
that  unscreened  children  were  eligible  for  a  smaller  proportion  of  time  after 
the  cutoff  date  than  were  screened  children.)    The  discussion  below  utilizes 
tables  based  on  months  of  eligibility,  but  unadjusted  tables  are  included  in 
Appendix  J. 

Children  in  the  sample  contributed  a  variable  number  of  person-months 
to  the  study  and  were  weighted  accordingly.    A  child  with  ten  months  of 
eligibility  before  screening,  for  example,  contributed  ten  times  as  much 
to  our  results  as  did  a  child  with  only  one  month.    Our  actual  unit  of  analysis 
was,  therefore,  person-months  rather  than  persons*. 


Cost  Calculations 

Costs  before  Cutoff  Date 

Table  9  shows  the  average  monthly  cost  for  screened  and  unscreened  children 
both  before  and  after  the  cutoff  date.    The  total  for  the  unscreened  groups  was 
$26.00,  while  the  age  standardized  total  for  the  screened  group  was  $28.51.** 


*Table    J-5    shows  the  distribution  of  person  months  in  the  sample. 

**Age  standardization  was  essential:  a)  because  the  distribution  of  children 
by  age  was  very  different  in  the  screened  and  unscreened  groups  (Table  J-2):  and 
b)  because  infants  cost  much  more  per  month  than  did  older  children.    Had  we 
not  standardized,  the  total  results  for  the  screened  group  would  have  been  dis- 
torted by  the  large  number  of  infants  in  that  group. 

Standardization  is  a  demographic  technique  which,  in  this  case,  removes 
the  effect  of  age  differences.    The  standard  population  used  here  was  the  dis- 
tribution of  person-months  before  the  cutoff  date  for  unscreened  children.  For 
further  discussion,  see:    U.S.  Bureau  of  the  Census,  The  Methods  and  Materials 
of  Demography,  Henry  S.  Shryock,  Jacob  S.  Siege! ,  and  Associate,  Second  Printing 
(rev. ) ,  U.S.  Government  Printing  Office,  Washington,  D.C.  1973. 


TABLE  9:    AVERAGE  MONTHLY  MEDICAID  COST  PER  CHILD  BEFORE  AND  AFTER  CUTOFF^) 
ADJUSTED  FOR  ELIGIBILITY 
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NOT 
SCREENED 


SCREENED 


Office 

Hospital 

Inpatient 
Emergency 

Room 
Other 
TOTAL 

Office 

Hospital 

Inpatient 
Emergency 

Room 
Other 
TOTAL 


<1 

$  2.83 

86.28 

1.18 
1.35 


1-6 

$  2.65 

6.71 

1.67 
3.46 


BEFORE  CUTOFF 
7-13  14-20 


$  2.66 

0.99 

0.98 
4.57 


$  4.55 

19.60 

2.32 
11.03 


Total 
$  3.26 

15.14 

1.61 
6.00 


Std.  (2) 
$  3.26 

15.14 

1.61 
6.00 


$91 .62       $14.50       $  9.20       $37.50       $26.00  $26.00 
$  4.77(4)  $  3.42(4)  $  4.24(4)  $  6.41 (4)  $  4.23(4)  $  4.72(4) 

79.46  7.13  7.34  7.53(4)    17.54  13.03 


2. 67^)     3.05(4)      1.78(1)     2.52  2.58 
15.63  3.93  7.56(4)    11.30  7.57  _____  

$102.54       $17.52(4)  $20.93(4)  $27.76(4)  $31.92  $28.51 


8.3U4) 


<1 


1-6 


AFTER  CUTOFF 
7-13  14-20 


Total 


Std. 


(2) 


NOT 
SCREENED 


Office 

Hospital 

Inpatient 
Emergency 

Room 
Other 
TOTAL 


$  2.46       $  2.98       $  2.63       $  4.89       $  3.25     $  3.42 


29.99 

2.37 
2.35 


10.07 

2.20 
3.94 


3.54 

1.03 
6.68 


35.63 

1.53 
8.30 


17.63 

1.76 
5.45 


17.45 

1.63 
6.05 


$37.18       S19.20       $13.87       $50.35       $28.10  528.55 


SCREENED 


Office 

Hospital 

Inpatient 
Emergency 

Room 
Other 
TOTAL 


$12.46  ,,,$  8.09  ,„.$  7.21  .„.$  9.22  $  9.53  $  8.50  ... 
(11.73)[|j  (7.27)(4)  (6.07)(4)  (8.34)(4)  (8.68)  (7.57)(4) 

17.44(4)     5.78(4)      6.44(4)    21.48(4)    11.08  11.78(4) 


3.29  4 

4.52(4) 
$37.71 
(36.99) 


6.28(4) 


$22.51 
(21.70) 


1 .64(4) 
8.41  4 
$23.70^4) 
(22.56) 


2.51(4) 
9.82 


$43.03 
{42. 14) 


2.56 
6.31 
$29.48 
(28.63) 


25(4) 
92(4) 


$30.45 
(29.52) 


(1)  For  screened  children,  the  cutoff  date  was  the  date  of  the  first  screen  recorded 
after  October  1,  1976.    For  unscreened  children,  it  was  October  31,  1977. 

(^Total  standardized  on  age  distribution  of  unscreened  children  before  the  cutoff. 

(3)  Figures  in  parentheses  exclude  treatment  costs  on  the  day  of  screen. 

(4)  significantly  different  from  result  for  unscreened  group  (Z  test  at  0.05  level 
of  confidence). 
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Table  9  makes  it  clear  that  screened  children  were  higher  utilizers  of 
Medicaid  services  before  the  cutoff  date  than  were  unscreened  children.  Differ- 
ences were  especially  large  and  significant  for  office,  emergency  room  and 
"other"  costs.    Screened  children  had  somewhat  lower  inpatient  hospital  costs, 
however.    These  results  provide  further  support  to  our  belief  (see  Chapter  16) 
that  the  sick  visit  was  the  major  mode  of  recruitment  into  EPSDT  in  Pierce 
County. 

Costs  after  Cutoff  Date 

Costs  after  the  cutoff  date*  were  higher  than  before  for  both  screened 
and  unscreened  children,  except  among  infants.    (The  high  initial  costs  for 
infants  were  undoubtedly  related  to  hospitalization  and  other  expensive 
problems  just  after  birth;  these  would  naturally  be  expected  to  decline 
over  time.)    Screened  children,  in  general,  remained  somewhat  higher  Medicaid 
utilizers  than  unscreened  ones,  particularly  for  office  costs. 

Changes  after  Cutoff 

The  most  interesting  comparisons  in  Table  9  are  those  for  cost  changes 
over  time  for  the  screened  and  unscreened  groups.    These  are  summarized  in 
Table  10  in  terms  of  percentages. 

The  overall  monthly  cost  to  Medicaid  was  9.8%  higher  for  unscreened 
children  after  the  cutoff  date  than  it  had  been  before.    For  screened  children, 
the  rise  was  3.5%.    The  difference  of  6.3  percentage  points  between  these  two 
increases  may  be  considered  to  be  the  cost  savings  due  to  EPSDT. 

The  internal  differences  within  Table  10  are  even  more  interesting  than 
the  totals.    For  screened  children,  the  cost  of  office  visits  rose  by  a 
remarkable  60.4%  compared  to  only  a  4.9%  increase  for  unscreened  children**. 
In  every  other  category,  however,  the  cost  for  screened  children  fell  while 
that  for  unscreened  respondents  rose.    Hospital  costs  rose  by  15.3%  for  unscreened 
children,  but  fell  by  9.6%  for  those  with  screens.    Emergency  room  costs 
rose  by  1.2%  for  the  first  group  but  fell  by  8.2%  for  the  second.  "Other" 
costs  rose  by  0.8%  for  unscreened  children  but  fell  by  4.7%  for  the  others. 

These  cost  changes  indicate  a  clear  shift  in  utilization  from  the  hospital 
and  emergency  room  to  the  doctor's  office.    This  is  exactly  what  EPSDT  was 
intended  to  do  and  must  be  considered  a  signifant  benefit  of  the  program. 


*The  figure  for  costs  after  screening  excludes  the  screen  day  itself.  Chapter 
16  below  will  show  that  approximately  60%  of  medical  problems  reported  to  the 
project  actually  caused  the  office  visit  at  which  the  screen  occurred.  These 
costs,  therefore,  cannot  be  attributed  to  EPSDT. 

**The  cost  of  rescreens  was  counted  as  an  office  cost  and  was  undoubtedly 
responsible  for  much  of  the  rise, at  least  among  infants. 
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TABLE  10:    PERCENTAGE  CHANGE  IN  AVERAGE  MONTHLY  MEDICAID  COSTSu;  BEFORE  AND 
AFTER  THE  CUTOFF  DATE, v^j  ADJUSTED  FOR  ELIGIBILITY 


Office 


Standard.iz.ed 
Under  1       1-6  7-13        14-20  Total 


li  ze 

(3) 


Unscreened  -13.1%  12.5%  -1.1%  7.5%  4.9% 

Screened  145.9  112.6  43.2  30.1  60.4 

Hospital  Inpatient 

Unscreened  -65.2  50.1  257.6  81.8  15.3 

Screened  -78.1  -18.9  -12.3  18.5  -9.6 

Emergency  Room 

Unscreened  100.8  31.7  5.1  -34.1  1.2 

Screened  23.2  -22.6  -7.9  -0.4  -8.2 

Other 

Unscreened  74.1  13.9  46.2  -24.8  0.8 

Screened  -71.1  59.8  11.2  -13.1  -4.7 

Total 


Unscreened  -59.4         32.4         50.8         34.3  9.8 

Screened  -63.2         28.5         13.2         55.0  3.5 


P | Excludes  screen  day  costs. 

(2)For  screened  children,  the  cutoff  date  was  the  date  of  the  first  screen 

.  .recorded  after  October  1,  1976.    For  unscreened  children,  it  was  October  31,  1977, 

(^Total  standardized  on  age  distribution  of  unscreened  children  before  the  cutoff. 
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Controls  for  Cost  before  Screening 

Can  these  changes  actually  be  ascribed  to  EPSDT?    One  possible  explanation 
for  them  is  a  sort  of  regression  towards  the  mean.    As  seen  earlier,  EPSDT 
clients  were  higher  than  average  medical  care  users  in  the  year  or  so  before 
the  cutoff  date,  and  it  seems  likely  that  at  least  some  of  them  would  eventually 
revert  to  an  average  utilization  pattern  even  without  screening.    Children  pass 
through  good  years  and  bad,  and  many  of  those  with  years  of  high  utilization  may 
follow  them  with  low  cost  years.    One  way  to  test  this  hypothesis  is  to  control 
for  mean  monthly  costs  before  screening.    This  has  been  done  in  Table  11.* 

Table  11  confirms  that  at  least  some  of  the  changes  between  the  two 
time  periods  may  be  attributable  to  regression  towards  the  mean.    In  virtually 
every  case  children  with  low  utilization,  costs  (under  $20  per  month)  before 
the  cutoff  show  monthly  increases  afterwards,  while  those  with  high  costs 
beforehand  show  decreases.    Unscreened  children  with  pre-cutoff  costs  under 
$5.00  rose  from  an  average  of  $1.05  before  the  cutoff  to  $17.80  afterwards. 
Those  in  Group  2  ($5.00  to  $19.99  before  cutoff)  rose  from  $1€.93  to  $17.22. 
Those  with  monthly  expenditures  over  $100,  however,  fell  from  an  average  of 
$251.57  to  $194.59.    There  does,  indeed,  seem  to  be  some  regression  toward 
the  mean. 

The  "total"  columns  in  Table  11  are  standardized  on  the  group  distribution 
of  unscreened  children,  and  so  they  present  results  as  if  the  screened 
group  had  exactly  the  same  cost  distribution**  before  the  cutoff  date  as  the 
unscreened  children.    If  there  is  regression  towards  the  mean,  in  other  words, 
its  effect  should  be  the  same  for  both  screened  and  unscreened  respondents. 
The  "total"  columns  show  essentially  the  same  result  as  our  earlier  analysis, 
however,  indicating  that  regression  towards  the  mean  does  not  fully  explain 
the  differences  .in  Table  10.    Total  costs  increased  by  28.0%  for  the  unscreened 
group  after  the  cutoff  (see  Table  12)  while  they  fell  by  9.7%  for  screened 
children.    Hospital  costs  rose  by  65.0%  for  the  first  group  and  fell  by  28.2% 
for  the  second.    As  in  our  earlier  analyses,  office  costs  rose  tremendously 
(83.0%)  for  screened  children  while  emergency  room  charges  fell  by  a  small 
amount  (2.3%).    The  results  of  Table  10,  in  short,  are  almost  certainly  not 
due  to  regression  towards  the  mean. 


Treatment  Costs  for  Specific  Problems 

As  part  of  these  analyses,  HSRI  staff  also  analyzed  treatment  costs 
before  and  after  screening  for  a  number  of  specific  problems.    These  problems 


*Infants  are  excluded  from  Table  11  because  earlier  results  showed  cost 
patterns  that  were  very  different  from  those  for  older  children.    We  could  not 
control  simultaneously  for  age  and  cost  before  cutoff  because  of  cell  size 
problems. 

**Between  the  categories  used  here. 


TABLE  11:    AVERAGE  MONTHLY  MEDICAID  COSTS  PER  CHILD^),  BY  AVERAGE  MONTHLY  COST^ 
BEFORE  CUTOFF  DATE  (ADJUSTED  FOR  ELIGIBILITY) 
(ADJUSTED  FOR  ELIGIBILITY  BEFORE  CUTOFF 

Group  1     Group  2     Group  3     Group  4       Total  (3) 
Office  $  0.45      $  3.62       $10.41       $  5.41       $  3.29 


Hospital 

NOT 

Inpatient 

0.00 

Emergency 

SCREENED 

Room 

0.17 

Other 

0.43 

TOTAL 

$  1.05 

Office 

$  0.55 

Hospital 

SCREENED 

Inpatient 

0.00 

Emergency 

Room 

0.20 

TOTAL 

Other 

0.64 

TOTAL 

$  1.38 

0.19 

9.51 

204.20 

9.04 

1 .72 
5.40 
$10.93 

4.45 
19.49 
$43.86 

7.54 
34.39 
$251.57 

1 . 65 
6.40 
$20.38 

$  3.96 

$  8.00 

$22.84 

$  3.71 

0.02 

9.09 

237.16 

10.12 

2.22 
4.95 
$11.14 

5.72 
15.11 
$37.92 

12.29 
22.97 
$295.22 

2.21 
5.22 
$21.26 

AFTER  CUTOFF (4) 


Group  1  Group  2  Group  3  Group  4  Total 

Office  $  1.98  $  4.36  $  5.39  $  5.08  $  3.45 
Hospital 

NOT             Inpatient  9.78  5.94  16.69  156.51  14.92 
Emergency 

SCREENED         Room  1.16  1.88  2.09  3.96  1.66 

Other  4.87  5.03  6.37  29.03  6.05 

TOTAL  $17.80  $17.22  $30.54  $194.59  $26.08 


Office  $4.79       $7.82       $9.35       $11.44  $6.79 


SCREENED 
TOTAL 


Hospital 

Inpatient 
Emergency 

Room 
Other 
TOTAL 


4.99 

1.98 
5.71 


8.85 

2.06 
8.12 


11.76 

2.24 
8.65 


$17.46       $26.85  $32.00 


1.87 

5.15 
8.44 
$26.92 


7.27 


16 
10 


$23.32 


J! ! Infants  are  excluded  from  this  table. 

^'Children  are  classified  by  their  average  monthly  cost  before  screening.  Groups 
are  as  follows:    1  =  under  $5.00;  2  =  $5. 00-$l 9. 99;  3  =  $20.00-$99.99; 
4  =  over  $100.00. 

^Totals  are  standardized  on  the  group  distribution  of  unscreened  children. 
(^'Treatment  costs  on  the  day  of  screen  are  excluded. 


Table  12:    Percentage  Ch 
Standardized  for 

Office 

-  Unscreened 

-  Screened 
Hospital  Inpatient 

-  Unscreened 

-  Screened 
Emergency  Room 

-  Unscreened 

-  Screened 
Other 

-  Unscreened 

-  Screened 
Total 

-  Unscreened 

-  Screened 


nge  in  Average  Monthly  Costs, 
Cost  Before  Screening 

4.9% 
83.0 

65.0 
-  28.2 

0.6 
-2.3 

-5.5 
36.0 

28.0 
-9.7 
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are  classified;  in  Table  J-10  by  whether  they  were  probably  known  beforehand, 
probably  discovered  at  screening,  or  possibly  discovered  at  screen  (see  Chapter 
16).    These  costs  are  total  costs  rather  then  by  month,  and  they  are  primarily 
based  on  problem  reporting  from  project  screening  sheets.    Overall,  close 
to  50%  of  all  problems  reported  to  the  project  showed  no  treatment  costs  on 
the  Medicaid  profile.    This  does  not  mean  that  problems  went  untreated,  however 
because  physicians  were  only  required  to  list  a  single  ICDA  when  billing  for 
multiple  problems.    The  figures  shown  are  thus  minimal  estimates  since  other 
treatment  may  not  have  been  specifically  identified. 

The  problem  with  interpretation  of  these  data,  of  course,  is  that  it  is 
very  difficult  to  know  which  problems  were  actually  found  at  screening.  A 
great  many,  if  not  all,  would  have  had  to  be  treated  anyway,  and  if,  in  fact, 
EPSDT  facilitated  early  discovery,  it  may  well  have  saved  the  state  money. 


Summary 

Cost  per  Child 

The  average  cost  per  month  of  eligibility  for  screened  children  was  $28.51 
and  rose  to  $29.52  after  the  first  recorded  screen.    For  unscreened  children, 
these  costs  were  $26.00  before  the  arbitrary  cutoff  date  and  $28.55  afterwards. 
Costs  for  screened  children  rose  by  3.5%  while  costs  for  those  without  screens 
rose  by  9.8%. 

Analyses  by  cost  category  show  that  EPSDT  clients  greatly  increased  their 
office  charges  while  decreasing  hospitalization,  emergency  room  utilization 
and  other  costs. 

Treatment  Cost  per  Child  and  per  Problem 

These  could  not  be  estimated  accurately  for  Washington  because  the  MMIS 
required  identification  of  only  one  condition  per  reimbursement  request. 
About  half  of  the  treatments  reported  to  the  project  could  not  be  identified 
at  all  on  Medicaid  profiles. 

Treatment  Cost  by  Type  of  Problem 

Estimates  were  prepared  for  this,  as  presented  in  the  text,  but  they  were 
weakened  by  the  same  problem  described  above. 

Health  Care  Utilization  Patterns 

EPSDT  clients  used  significantly  more  Medicaid  services  per  month  than 
did  those  without  screens,  especially  for  office  and  emergency  room  utilization 


*This  is  a  standardized  total.  The  actual  total  in  Washington  would 
depend  on  the  age  distribution  of  screened  children. 


As  further  discussed  in  Chapter  16,  their  greater  number  of  office  visits 
probably  helped  recruit  them  into  the  EPSDT  program. 

Marked  shifts  in  utilization  appeared  after  screening,  as  described 
above.    The  drop  in  emergency  room  utilization  was  particularly  notable. 
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SECTION  FIVE 
OTHER     MAJOR  FINDINGS 
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CHAPTER  14 
PROVIDER  AND  CLIENT  CHARACTERISTICS 


During  the  twenty-two  months  of  operation  of  this  project,  a  total  of  28 
physicians  and  clinics  in  Pierce  County  performed  and  reported  EPSDT  screens  on 
project  data  sheets.    Screeners  fell  into  three  broad  types:    private  physicians 
(including  one  osteopath),  publicly  funded  community  clinics,  and  the  Tacoma- 
Pierce  County  Health  Department  (TPCHD).    Screens  were  actually  performed  in 
approximately  35  to  40  different  locations,  as  described  below. 

A  total  of  23  private  physicians  participated,  and  all  but  five  of  these 
were  pediatricians.    (The  county  medical  society  lists  25  pediatricians  in 
Pierce  County,  and  seventeen  of  these  participated  at  one  time  or  another.) 
Since  several  of  the  physicians  shared  common  offices,  the  number  of  physician 
locations  totalled  seventeen.    Most  were  in  or  near  the  city  of  Tacoma;  although 
Pierce  County  includes  large  rural  areas,  the  target  populations  and  medical 
services  were  largely  concentrated  in  urban  areas. 

Physician  participation  in  this  project  was  entirely  voluntary  and  varied 
over  time.    (See  also  the  section  below  on  non-project  screens.)    Two  physicians 
moved  into  the  county  and  joined  the  project  early  in  1978,  and  a  group  practice 
of  three  physicians  dropped  out  in  May,  1978  when  one  of  their  number  moved  to 
King  County.    One  provider  effectively  left  the  project  in  August,  1978  because 
of  difficulties  with  his  office  staff,  while  another  greatly  increased  his  report- 
ing rate  when  he  realized  that  his  office  staff  had  been  neglecting  the  forms. 
The  level  of  physician  participation  depended  greatly  on  the  degree  of  effort 
the  project  put  into  maintaining  it;  when  it  became  apparent  that  sufficient 
screens  were  being  reported,  less  maintenance  effort  appeared  to  be  required. 

In  this  report,  we  have  separately  identified  two  groups  of  private  physi- 
cians, one  labeled  "high  volume"  providers  and  the  other  "low  volume."  These 
categories  were  defined  early  in  the  project  on  the  basis  of  expected  number  of 
screens;  and  with  one  exception,  all  high  volume  physicians  reported  more  screens 
than  low  volume  providers.    As  we  shall  see  in  subsequent  chapters,  the  screen- 
ing results  of  these  two  groups  proved  to  be  quite  different. 

Three  community  clinics  participated  in  the  project,  but  only  one  of  these 
contributed  a  significant  number  of  screens.  These  clinics  were  originally  0E0 
community  health  centers;  but  by  the  time  of  the  project,  they  were  funded  by  a 
variety  of  sources,  including  revenue  sharing  and  United  Way.  A  physician  was 
most  often  available  in  these  clinics,  and  subsequent  discussion  in  this  report 
will  show  that,  as  far  as  EPSDT  was  concerned,,  the  type  of  screening  and  treat- 
ment done  was  similar  to  that  done  in  physicians'  offices. 

The  third  major  provider  was  the  Tacoma-Pierce  County  Health  Department 
(TPCHD),  which  operated  periodic  adolescent  and  well-child  clinics  at  seventeen 
locations  throughout  the  county.    These  clinics,  as  their  name  implies,  were 
primarily  preventive  in  orientation;  and  little  treatment  was  offered  on  site. 
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Parents  who  called  in  with  sick  children  were  told  to  see  their  private  physician 
Most  of  TPCHD's  clients  came  from  the  near  poor  group  -  those  who  were  too  poor 
to  pay  for  discretionary  health  care,  but  not  eligible  for  Medicaid  (nor,  there- 
fore, for  EPSDT).    The  number  of  EPSDT  screens  performed  generally  averaged  about 
two  per  clinic  session.  Nurses  and  supervised  volunteers  did  much  of  the  screen- 
ing work  at  these  clinics,  but  a  physician  was  usually  available. 

Beginning  in  December,  1978,  EPSDT  was  offered  as  a  supplemental  health 
service  for  eligible  teenagers  at  a  TPCHD  family  planning  clinic.    In  the  eight 
months  between  December  and  July,  51  screens  were  performed,  or  an  average  of 
six  to  seven  per  month.    This  experiment  in  inter-agency  coordination  is  further 
described  in  Chapter  12  above. 


Single  Site  versus  Multiple  Site  EPSDT 

Screeners  in  Pierce  County  may  also  be  distinguished  by  whether  they 
offered  one-step  or  two-step  EPSDT.    Screens  performed  by  physicians  are  gen- 
erally considered  one-step  screens  because  physicians  are  able  to  treat  most 
problems  without  referral  elsewhere;  nurses  and  volunteers  who  do  most  two-step 
screens  must  refer  problems  to  a  new  provider  for  diagnosis  and  treatment.  Most 
(91.4%)  of  the  screens  in  the  Pierce  County  Project  were  done  by  a  physician,  and 
only  TPCHD  fit  clearly  into  the  two-step  model. 

There  is  another  probable  difference  between  one-step  and  two-step  EPSDT 
that  needs  to  be  considered  in  statistical  comparisons.    Two-step  screeners  offer 
a  primarily  preventive  health  service,  since  children  with  known  problems  are 
encouraged  to  go  directly  to  a  doctor,  (assuming  they  have  one)  rather  than  to  a 
well -child  clinic.    Physicians  see  both  well  children  and  those  with  known 
health  problems,  and  it  is  likely  that  a  higher  proportion  of  their  EPSDT  clients 
are  either  currently  or  recently  sick.    Physicians  in  this  project,  as  we  shall 
see  in  Chapter  16,  were  generally  willing  to  screen  during  sick  visits,  and  only 
a  few  children  were  scheduled  for  separate  EPSDT  visits.    Physicians  who  screen 
during  sick  visits  will  naturally  have  high  problem  "finding"  rates  simply  because 
of  the  timing  of  the  screen.    The  chart  below  summarizes  some  of  these  differences: 


Type  of  Screener: 
Location  of  Treatment: 
Motivation  for  Screen: 


One-Step 
Usually  a  Physician 
Usually  at  Screening  Site 
Usually  in  Conjunction 
with  Sick  Visit 


Two-Step 

Usually  Nurses  &  Para-Professionals 
Usually  Referred  Elsewhere 
Usual ly  Preventive 


Number  of  Screens 

During  the  22  months  in  which  screening  data  were  collected,  a  total  of 
5,633  screens  were  reported  to  the  demonstration  project.    Nearly  one-half  of 
these  screens  (42.7%)  were  reported  by  four  high  volume  physicians,  and  19.8% 
of  the  overall  total  were  reported  by  Doctor  A.    (See  appendix  for  Table  A- 11). 
Other  ("low  volume")  physicians  reported  37.6%  of  the  screens,  so  that  all  private 
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physicians  together  performed  80.3%  of  the  project's  screens.    Community  clinics 
performed  another  10.1%,  and  TPCHD  did  8.8%.    The  results  of  this  project  are 
clearly  most  relevant  for  a  program  dominated  by  private  physicians. 

The  third  column  in  Table  A-ll  shows  the  percent  of  screens  in  each  provider 
group  that  were  performed  by  each  screener.    Nearly  one-half  (46.3%)  of  the 
screens  in  the  high  provider  group  were  done  by  Doctor  A,  while  85.4%  of  those 
by  community  clinics  were  done  by  CMCS.  The  results  for  these  two  groups  are 
obviously  dominated  by  Doctor  A  and  CMCS,  respectively. 

Table  A-12  shows  that  the  number  of  project  screens  per  month  fell  rather 
steadily  after  the  first  few  months,  although  monthly  fluctuations  tended  to  be 
considerable.    The  first  quarter's  results  averaged  371  per  month,  while  the  final 
quarter's  averaged  172.    A  major  part  of  the  decline  was  due  to  the  falloff  in 
the  number  reported  by  high  volume  providers  (from  188  per  month  in  the  first 
quarter  to  52  in  the  final  one).    During  the  first  quarter,  in  fact,  50.7%  of 
screens  were  reported  by  the  high  volume  group  compared  to  30.2%  in  the  final 
quarter.    By  age  group,  the  biggest  falloff  was  for  infants;  their  share  of  total 
screens  fell  from  38.8%  in  the  first  quarter  to  33.1%  in  the  last.    Some  of  the 
reasons  for  this  decline  are  discussed  under  "non-project  screens"  in  the  follow- 
ing paragraphs. 


Client  Characteristics 

Table  A-13  shows  that  a  high  proportion  of  project  clients  were  infants 
or  of  preschool  ages.    Altogether,  37.1%  of  screens  were  done  on  infants,  and 
27.9%  of  all  clients  were  in  this  age  group  at  the  time  of  their  first  screen. 
TPCHD  and  the  community  clinics  tended  to  have  somewhat  older  clients  than 
private  physicians,  but  even  in  these  public  facilities  the  majority  of  clients 
were  under  seven.    Six  point  three  percent  of  all  screens  were  done  on  teenagers. 

Table  A-14  shows  that  66.7%  of  project  screens  were  performed  on  whites  and 
23.5%  on  blacks.    Thirteen  percent  of  community  clinic  clients  were  of  Asian 
origin,  but  other  providers  saw  very  few  Asians. 


Penetration  Rates 

As  of  late  January,  1979,  Department  of  Social  and  Health  Services  (DSHS) 
reported  that  17,497  children  under  the  age  of  21  were  eligible  for  EPSDT  in 
Pierce  County.    This  figure  represented  the  number  currently  eligible  as  of 
that  date,  but  if  we  assume  an  annual  turnover  rate  of  about  21%,  it  would  appear 
that  about  1.21  x  17,497,  or  21,171  were  eligible  at  some  time  during  1978. 
The  project  recorded  one  or  more  screens  for  2,571  individual  children  during 
1978  for  an  estimated  project  penetration  rate  of  12.1%. 

Table  A-15  shows  the  number  of  those  eligible  and  the  number  screened  in 
the  project  during  1978  by  age  group  and  geographic  area.    By  age  group,  by 
far  the  highest  penetration  rate  is  shown  for  one  and  two  year  olds,  with  a 
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steady  fall  off  from  there  to  age  20.    By  zip  code,  the  highest  penetration  rate 
is  shown  for  the  area  served  by  the  Hilltop  Community  Service  Office,  number 
49;  this  CSO  served  a  large  part  of  central  Tacoma  but  also  included  such  out- 
lying areas  as  Gig  Harbor  and  Fox  Island.    The  other  central  Tacoma  area  (CSO 
number  27)  also  showed  a  relatively  high  penetration  rate.    By  contrast,  the 
eastern  Pierce  County  area  served  by  Puyallup  CSO  number  51  showed  a  penetration 
rate  that  is  less  than  half  as  high. 


Non-Project  Screens 

To  be  reimbursed  for  an  EPSDT  screen,  a  provider  needed  only  report  it  to 
the  Medicaid  billing  agency,  and  so  it  was  not  surprising  that  a  high  proportion 
of  screens  were  not  recorded  in  the  project's  files.    During  the  period  between 
June  1,  1977,  and  March  31,  1979,  24.4%  of  the  screens  occurring  in  Pierce 
County  were  reported  to  the  project.    During  calendar  year  1978,  screens  billed 
to  Medicaid  in  Pierce  County  totalled  11,847  or  4.25  times  the  number  reported 
to  the  project.    If  these  are  added  into  the  penetration  rate  calculated  above, 
this  rate  becomes  49.8%.    The  proportion  of  county  screens  reported  to  the 
project  declined  in  the  final  quarters.    (See  Table  A-16.) 

In  order  to  evaluate  rescreen  ratios  (see  Chapter  4),  project  staff  had  to 
learn  about  and  take  account  of  unreported  rescreens  on  project  clients.  Medi- 
caid profiles  were  obtained,  as  described  in  Chapter  15,  and  dummy  non-project 
rescreens  were  entered  into  HSRI's  computerized  data  system  via  special  rosters. 
Table  A-17  shows  the  distribution  of  project  and  non-project  rescreens  by 
various  characteristics. 

The  overall  results  show  that  48%  of  the  rescreens  on  children  first 
screened  in  the  project  were  not  reported  on  project  data  forms.    The  great 
majority  of  these  (1261  of  1497,  or  84.2%)  were  performed  by  physicians  who  were 
in  the  project  at  one  time  or  another,  and  several  screeners  (Doctors  D  and  H) 
showed  particularly  high  numbers  of  non-project  screens.    During  the  first  six 
months,  about  28.6%  were  unreported,  but  thereafter  the  proportion  was  about 
50%  or  slightly  less. 

The  reasons  for  non-reporting  were  almost  entirely  outside  the  project's 
control.    During  the  developmental  phase  of  the  project  (January  to  May,  1977), 
staff  members  attempted  to  recruit  every  physician  with  a  significant  number  of 
EPSDT  screens;  all  but  a  few  agreed  to  join  the  project.    Participation  in  the 
project's  data  system  was  entirely  voluntary,  aid  over  time  a  gradually  decreas- 
ing proportion  of  Pierce  County  screens  were  reported.    This  occurred  in  spite 
of  a  special  three  dollar  fee  paid  to  screeners  for  each  screen  reported.  Some 
screeners  fell  behind  in  their  paperwork,  and  one  or  two  others  said  that  they 
had  become  disillusioned  with  the  value  of  case  monitoring.    One  major  screener 
refused  to  complete  the  forms  himself,  although  he  did  allow  the  project  to  send 
in  a  nurse  to  do  it  for  him.    The  project  contacted  screeners  periodically  to 
remotivate  them  but  eventually  decided  that  it  had  enough  screens  for  a  repre- 
sentative sample;  it  felt  that  a  stable  level  of  participation  could  have  been 
maintained  had  it  chosen  to  work  for  it.    The  project's  experience  suggests  to 
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HSRI,  however,  that  a  significant  number  of  private  physicians  will  not  cooperate 
fully  with  a  voluntary  data  system. 


Summary 

The  results  of  this  project  are  based  on  approximately  5,600  EPSDT  screens 
reported  to  the  project  over  a  22  month  period.    More  than  four-fifths  (80.3%) 
of  these  screens  were  performed  in  the  offices  of  private  physicians,  and  alto- 
gether 91.4%  of  project  screens  involved  a  physician.    The  majority  (66. 7%)  of 
clients  were  white  and  lived  within  the  cities  of  Tacoma  and  Puyallup. 

The  EPSDT  demonstration  project  maintained  its  own  reporting  system,  so  that 
screeners  who  wished  to  be  reimbursed  had  to  report  both  to  the  project  and  to 
the  Medicaid  billing  system.    The  project  paid  screeners  three  dollars  for  each 
screen  reported  on  project  data  sheets,  but  the  proportion  of  county  screens 
reported  to  it  fell  rather  steadily  from  29.1%  to  18.8%.    One  explanation  for 
this  is  that  physicians  claimed  to  see  little  benefit  from  the  project  for  their 
own  personal  practices;  another  is  that  several  screeners  had  office  problems 
that  prevented  them  from  completing  non-essential  paperwork.    Voluntary  reporting 
of  screens  is  not  likely  to  work;  reporting  must  be  linked  to  reimbursement  if 
it  is  to  be  complete. 
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CHAPTER  15 

DATA  MANAGEMENT  FOR  CASE  MONITORING  AND  EVALUATION 


The  Pierce  County  EPSDT  project  developed  and  tested  both  a  screening  data 
sheet  and  a  data  sheet  for  conditions  found  at  screening.    Local  pediatricians 
actively  helped  the  TPCHD  project  to  develop  and  pre-test  these  forms,  and  the 
Health  Services  Research  Institute  contributed  ideas  gained  from  experience 
elsewhere.    The  forms  had  to  meet  both  special  research  needs  and  the  require- 
ments of  routine  case  management,  and  some  data  elements  were  not  expected  to 
be  needed  for  a  statewide  activity.    This  chapter  discusses  the  content  of  these 
forms  and  the  procedures  for  filling  them  out. 


A.    Project  Data  Forms 

Consent  Form 

The  project's  data  collection  system  began  in  the  screener's  office.  When 
the  child  appeared  for  his  or  her  first  screen,  the  physician's  office  staff 
briefly  described  the  research  project  to  the  parent  or  guardian  and  requested 
the  Tatter's  consent  to  enroll  the  child.    The  parent  was  told  that  the  child 
would  be  given  complete  medical  services  regardless  of  whether  or  not  she  or  he 
participated.    The  parent  signed  the  attached  form  (Appendix  B-l ) ,  indicating 
whether  consent  was  given  or  refused,  and  the  screener's  office  eventually  for- 
warded this  to  the  project.    The  proportion  who  refused  consent  appeared  to 
depend  partly  on  the  attitude  and  manner  of  the  screener's  office  staff. 

Screening  Form 

The  screening  form  shown  as  Appendix  B-2  was  completed  by  the  screener  for 
each  screen,  whether  or  not  all  recommended  tests  were  done.    It  came  in  two 
essentially  identical  versions,  one  for  the  control  group  and  the  other  for  the 
experimental;  these  forms  differed  only  in  color.    The  manner  in  which  this  form 
was  completed  varied  from  provider  to  provider,  but  we  think  that  in  most  cases 
the  physician  recorded  abnormal  findings  either  on  a  patient  chart  or  on  an 
internal  form  that  listed  most  of  the  common  pediatric  conditions  and  procedures 
The  nurse  or  receptionist  abstracted  these  later,  perhaps  in  some  cases  after 
consulting  with  the  screener.    The  project's  instructions  to  screeners  are 
exhibited  in  Appendix  B-5. 

Forms  1  and  2  had  two  sections  in  which  the  provider  could  note  problems 
found.    Section  F  classified  findings  into  29  categories.    These  categories 
were  not  mutually  exclusive,  however,  so  a  single  symptom  may  have  been  reported 
two  or  even  three  times.    Conditions  classified  under  Step  1  ("Ht./Wt./Age") ,  fo 
example,  were  very  often  reported  under  Step  29  ("Nutritional")  as  well.  Simila 
overlaps  occurred  in  Steps  21  through  25,  and  in  steps  referring  to  ear  and 
eye  conditions.    Section  F  allowed  us  to  analyze  the  conditions  which  screeners 
found  to  be  abnormal ,  but  it  did  not  provide  a  problem  count.    Section  G  did 
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provide  an  un duplicated  problem  count,  however,  and  it  also  required  labelling 
of  problems  by  ICDA.    Section  G  provided  space  for  up  to  five  separate  problems, 
and  this  proved  to  be  sufficient  in  all  but  a  very  few  cases. 

A  few  of  the  data  elements  shown  on  the  screening  sheet  were  not  available 
for  computer  analysis  since  they  were  intended  only  for  case  management.  Family 
name,  phone  number,  and  child's  address  did  not  appear  on  the  Institute's 
copy,  although  the  zip  code  did.    Section  C. ,  "Vital  Signs  and  Measurements," 
was  also  blacked  out  on  the  Institute's  copy.    Section  H,  "Comments,"  and  the 
part  of  Section  I  dealing  with  the  reasons  for  incomplete  screening  were  also 
not  entered  on  the  computer  although  they  were  available  for  hand  analysis. 

Medical  Referral  Form 

Screeners  normally  initiated  the  medical  referral  form,  Form  3  (see 
Appendix  B-3),  for  any  medical  problem,  whether  or  not  it  was  fully  treated  at 
screen.    Since  Form  3  allowed  for  only  three  problems,  a  second  sheet  (with  a 
different  serial  number)  had  to  be  used  for  about  three  percent  of  screens.  The 
project  made  no  additional  payments  beyond  the  three  dollars  paid  for  the 
screening  sheet. 

Form  3  was  divided  into  into  four  sections,  and  for  some  problems,  these 
may  have  been  filled  out  at  three  distinct  times.    The  top  section  identified 
the  child  and  established  linkage  with  a  screening  sheet.    The  screener  section 
identified  each  problem  by  ICDA,  indicated  any  previous  knowledge  about  the  con- 
dition, and  noted  whether  the  problem  was  being  treated  and/or  referred.  Refer- 
rals could  be  made  to  self  (for  a  second  visit),  to  other  providers  participating 
in  the  project,  or  to  persons  or  institutions  with  whom  the  project  had  not 
established  routine  relationships.    The  top  two  sections  essentially  repeated 
information  from  the  screening  sheet,  since  only  the  subsection  on  previous 
knowledge  was  new.    (This  subsection,  moreover,  was  rarely  filled  out.) 

The  problem  classification  section  was  filled  out  at  various  times 
depending  on  the  type  of  problem.    If  the  screener  treated  the  problem  during 
the  screen  (about  three-fourths  of  all  problems),  this  section  was  filled  out 
then.    If  the  problem  was  later  found  to  be  a  false  positive,  project  staff  ad- 
justed the  middle  section  accordingly.    If  the  problem  was  first  treated  after 
the  screen,  the  problem  classification  section  was  filled  out  at  some  appropriate 
time  later  on;  information  in  this  section  could  then  refer  either  to  the  first 
treatment  visit,  or  to  a  later  visit.    If  the  screener  referred  the  problem  to 
another  provider  without  treating  it,  the  project  sent  a  form  letter  (Appendix 
B-4)  to  the  new  provider  asking  for  information;  this  was  subsequently  copied 
onto  Form  3.    (No  fee  was  paid  for  this  form.)    The  problem  classification  section 
was  primarily  intended  for  case  management. 

The  bottom  section  of  Form  3  was  filled  out  after  the  case  monitor  had 
completed  all  of  her  work  on  a  particular  problem  and  indicated  the  problem 
status  as  of  that  time.  (See  the  section  on  case  monitoring  for  additional 
information.)    This  was  then  sent  to  the  Institute  for  case  closure. 


31 


B.    Processing  of  Forms 

Project  Processing 

The  project  van  visited  most  providers  at  least  once  every  two  weeks  to 
pick. up  accumulated  forms  and  to  deliver  blanks.    At  least  three  or  four  staff 
members  (not  counting  the  case  monitor)  were  then  involved  in  checking  Medicaid 
pic*codes  and  names  and  the  internal  consistency  of  the  data.    If  the  child  was 
new  to  the  project,  staff  had  to  compare  his  pic  code  with  a  printout  of  the 
state  eligibility  list  (available  in  the  project  office)  to  confirm  that  the 
provider  copied  it  correctly.    (The  project  did  not,  however,  attempt  to  confirm 
current  eligibility.)    If  the  child  was  previously  screened,  staff  had  to  com- 
pare and  "synchronize"  names  and  pic  codes.    Providers  frequently  failed  to 
complete  all  required  data  on  the  forms,  and  the  project  had  to  do  this  also 
(usually  without  needing  to  call  the  provider).  One  provider  refused  to  fill  out 
the  medical  referral  forms,  so  the  project  did  this  for  him.    We  estimated  very 
roughly  that  the  project  spent  an  average  of  ten  minutes  completing  and  checking 
each  form  before  sending  it  to  HSRI  for  data  processing. 

Health  Services  Research  Institute 

Institute  staff  did  some  manual  checking  of  forms  before  entering  them  into 
the  data  system,  but  most  checking  was  done  by  specially  developed  data  entry 
programs.    HSRI  was  set  up  for  remote  entry  to  one  of  two  IBM  370/3031  computers 
located  at  San  Antonio  College  (SAC).    Each  computer  had  two  million  bytes  of 
main  memory  running  under  VM/370.    HSRI  was  linked  to  SAC  via  a  leased  phone 
line  which  supported  a  3775RJE  (remote  job  entry)  station  and  four  3277  display 
terminals. 

Project  data  were  entered  and  maintained  usinq  the  IBM  CICS  system,  which 
is  widely  used  in  many  business  computer  applications    for  on-line  data  entry 
and  retrieval.    Using  one  of  the  3277  display  terminals,  an  operator  entered 
data  directly  from  the  project  forms,  thereby  eliminating  all  keypunching  and 
verifying  of  cards.    Approximately  700  forms  per  day  could  be  entered  by  one 
operator. 

The  data  entry  programs  established  "legal"  ranges  of  codes  for  each 
variable  and  also  compared  certain  inputs  with  data  already  on  file  for  the 
child  or  for  the  screen.    The  system,  for  example,  required  that  data  be  entered 
in  a  certain  sequence,  so  that  it  would  reject  a  medical  referral  form  if  it 
did  not  find  a  screening  sheet  already  on  file  with  the  identical  name,  pic 
code  and  screening  data.    It  would  also  reject  a  problem  sheet  for  an  ICDA  code 
not  previously  listed  on  the  screening  sheet.    Certain  items  had  to  be  filled 
in  for  every  form,  and  the  computer  checked  for  these  as  well.    This  system 
greatly  reduced  the  possibility  of  coding  or  terminal  entry  error,  but  it  also 
required  the  greatest  possible  degree  of  planning  before  the  system  was  set  up 
since  "minor"  changes  later  on  could  affect  a  much  wider  interlocking  structure. 

The  computer  rejected  only  perhaps  three  percent  of  the  forms  that  we 
attempted  to  enter,  largely  because  the  project  was  so  careful  in  checking  the 
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data  before  sending  them  to  us.    Data  correction  was  a  major  source  of  confusion 
for  some  time,  partly  because  of  a  backlog  in  data  entry  and  a  resulting  pyramidi 
of  errors,  but  a  system  was  eventually  established  for  speedy  reporting  and 
correction.    After  each  batch  of  data  was  entered,  HSRI  sent  the  project  a  list 
of  rejected  forms  with  an  indication  of  the  reason  for  rejection.  (Previous 
efforts  to  phone  about  errors  or  to  return  the  rejected  forms  were  found  to  be 
unworkable  because  of  the  large  numbers  involved.)    Project  staff  made  the  nec- 
essary modifications  and  returned  the  rejects  list  to  HSRI  to  complete  data  entry 

Data  errors  could  also  be  discovered  by  the  project,  usually  at  the  time  a 
child  was  rescreened.    (The  frequent  periodicity  of  screens,  especially  for 
infants,  heightened  the  probability  of  name  or  pic  code  changes.)    The  project 
reported  these  to  HSRI  via  special  correction  sheets,  and  we  then  made  the 
necessary  changes  both  on  the  original  form  and  on  the  computer  record.  We 
estimated  that  correction  of  data  already  on  line  required  an  average  of  five  to 
eight  minutes  of  Institute  time  per  form.    (See  Appendix  B-6  for  the  data  correc- 
tion procedure.) 


C.    Medicaid  Management  Information  System 

There  were  two  independent  EPSDT-related  data  systems  operating  in  Pierce 
County  during  the  course  of  this  project,  and  each  had  its  strengths  and  weak- 
nesses.   The  project's  system  supplied  timely  and  detailed  data  on  the  findings 
of  about  25%  of  the  screens  in  the  county,  and  it  was  an  essential  tool  for 
case  management.    It  did  not  supply  cost  information,  nor  treatment  data  for  the 
control  and  LCM  groups,  however,  and  the  project  needed  to  know  at  least  the 
dates  of  screens  on  project  children  when  they  were  only  reported  to  Medicaid. 
Medicaid  profiles  had  to  be  obtained  on  the  majority  of  project  participants  at 
one  time  or  another  during  the  course  of  the  project,  and  they  also  had  to  be 
obtained  for  a  sample  of  unscreened  children  as  part  of  the  Medicaid  cost  study. 
(See  Chapter  13.) 

The  first  major  use  of  the  profiles  was  early  in  1978,  when  the  project 
began  its  research  follow-up  on  problems  reported  during  the  control  phase.  Pro- 
files were  especially  useful  when  the  parents  could  not  be  located  because  they 
were  then  the  only  way  that  the  project  had  to  determine  whether  treatment  had 
been  obtained.    Profiles  were  also  consulted  to  verify  treatment  dates  and  to 
see  whether  treatment  had  been  initiated  within  sixty  days  after  screening.  The 
same  procedure  was  used  for  research  follow-up  on  limited  case  monitoring. 

MMIS  profiles  were  also  useful  in  monitoring  annual  rescreens,  and  they  were 
essential  in  evaluating  rescreen  ratios  for  children  of  all  ages.    In  scheduling 
annual  rescreens,  only  children  who  had  not  been  screened  for  twelve  months  were 
to  be  contacted;  and  since  some  may  have  been  rescreened  outside  the  project,  it 
was  desirable  to  have  as  complete  a  record  as  possible.    (CHWs  always  phrased 
their  rescreen  reminders  carefully,  however,  because  they  could  never  be  sure 
when  the  last  screen  had  occurred  and  when  the  screener  planned  to  do  another 
one.)    Rescreens  that  occurred  outside  the  project's  data  system  also  needed  to 
be  counted  for  evaluation  purposes;  the  project  reported  these  to  HSRI  on  special 
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rosters,  and  they  were  entered  into  our  system  with  flags  to  indicate  their 
source.    (All  results  discussed  in  this  report  -  other  than  those  for  rescreen 
ratios  -  are  based  on  project  screens  only.) 

The  Medicaid  billing  system  had  several  major  flaws  which  made  it  unusable 
for  routine  case  management  and  evaluation.    Screeners  generally  provided  only 
the  minimal  amount  of  detail  needed  to  obtain  reimbursement,  and  detailed  screen 
findings  were  not  required.    If  multiple  problems  were  found  or  treated,  only 
one  of  them  was  reported.    Since  some  conditions  were  not  reimbursable,  screeners 
reported  the  ICDA  codes  that  they  could  easily  recall  and  that  they  knew  would 
be  paid  for.    Treatment  charges  could  be  identified  as  EPSDT-related,  but  they 
almost  never  were,  and  screeners  might  use  one  ICDA  code  for  one  visit  and  a 
second  one  for  the  same  problem  at  a  later  visit.    The  Medicaid  cost  study,  in 
particular,  was  seriously  inhibited  by  the  difficulty  of  linking  treatment  charges 
to  conditions  found  at  screen. 

Timeliness  was,  and  will  probably  always  be,  a  major  constraint  in  using 
the  MMIS  for  case  management.    While  the  average  delay  between  an  event  and  its 
appearance  on  a  Medicaid  profile  was  probably  only  30  to  45  days,  many  office 
visits  were  not  reported  for  several  months  or  more  due  to  disputed  billings  or 
other  factors.    Profiles  could  be  used  for  scheduling  annual  rescreens,  but  they 
could  not  be  used  for  infants  because  their  rescreens  generally  occurred  within 
two  months  of  each  other. 

In  order  to  obtain  Medicaid  profiles,  project  staff  had  to  drive  35  miles 
to  the  state  DSHS  office  in  Olympia  and  keypunch  pic  codes  and  other  identifying 
information  at  a  computer  terminal.    This  was  frequently  possible  for  only  one 
or  two  hours  at  a  time  because  the  terminals  were  in  demand  for  other  purposes. 
They  then  had  to  return  five  days  later  when  profiles  were  printed.    A  statewide 
system  obviously  could  not  work  on  this  basis. 


D.    Data  Systems  for  Case  Management 

HSRI  provided  the  project  with  a  number  of  monthly  rosters,  but  the  project 
had  to  supplement  these  with  at  least  one  manual  tickler  system  of  its  own.  These 
listings  included: 

-  control  group  problems  needing  research  follow-up  (listed  six  months 
after  screening) ; 

-  problems  given  limited  case  monitoring  and  needing  research  follow-up 
(issued  four  months  after  screening); 

-  a  masterfile  listing  of  all  screens  performed  to  date; 

-  a  listing  of  problems  still  open  180  days  after  screening;  and 

-  a  listing  of  children  needing  annual  rescreens  (issued  twelve  months 
after  the  most  recent  screen). 

A  similar  roster  of  infants  needing  rescreening  was  produced  for  some  time,  but 
the  project  eventually  replaced  it  with  their  own  system.    Other  special  rosters 
were  produced  from  time  to  time. 
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CHAPTER  16 

PROBLEMS  FOUND  AT  SCREENING 

When  EPSDT  was  first  proposed  as  a  national  program  in  the  late  1960's, 
its  stated  objectives  were  to  bring  millions  of  poor  children  into  the  health 
care  system  and,  in  particular,  to  achieve  primary  or  secondary  prevention 
of  potentially  crippling  childhood  mental  and  physical  conditions.  While 
recent  evidence  indicates  that  poor  people  now  seek  and  obtain  medical  care 
about  as  often  as  wealthier  people  do,  there  are  still  indications  that  health 
status  is  lower  among  the  poor*.    Poor  children  with  learning  disabilities, 
such  as  hearing  loss  or  poor  visual  acuity,  may  be  more  handicapped  than 
wealthier  children  with  similar  problems  just  because  they  have  fewer  resources 
to  pay  for  remedial  help.    A  crucial  criterion  of  EPSDT  success,  therefore, 
is  whether  the  program,  as  operating  in  a  particular  area,  is  actually  bringing 
in  new  children  and/or  discovering  potentially  serious  conditions  at  a  stage 
when  they  can  be  easily  and  completely  cured. 

The  Pierce  County  demonstration  project  was  not  intended  either  to 
increase  the  number  of  eligible  children  screened  or  to  influence  the  types 
of  screens  that  were  performed.    The  discussion  that  follows  does  not  reflect 
at  all  on  the  quality  of  the  project's  work,  but  it  does  describe  the  en- 
vironment in  which  it  operated.    The  results  of  case  monitoring  might  be 
very  different  in  some  other  context. 


A.    Problem-Finding  Rates 

Throughout  the  course  of  this  project,  problem  finding  rates  have  been 
much  higher  than  they  would  have  been  in  a  purely  preventive  health  activity. 
Project  screeners  reported  treatable  or  referrable  problems  from  63.4%  of 
all  screens,  or  an  average  of  0.97  problems  per  screen.    These  figures 
exclude  immunizations  and  if  these  are  added  in,  they  become  83.9%  and  1.48 
respectively.    EPSDT  was  not  a  well -child  activity  in  Pierce  County;  in  spite 
of  a  fairly  high  subjective  health  rating  (an  average  of  7.59  on  a  scale  of  9), 
most  of  these  children  were  sick  at  the  time  that  they  were  screened. 

Chart  19  and  Table  A-18  show  remarkable  differences  by  individual  providers 
in  the  mean  number  of  problems  per  screen.    Doctor  A,  the  largest  single  pro- 
vider in  this  project,  reported  problems  from  all  but  ten  of  his  1,114  screens, 
and  had  an  overall  average  of  1.56  problems  per  screen.    Doctor  H,  on  the 
other  hand,  averaged  0.45,  while  others  had  averages  at  all  levels  in  between. 

There  is  no  obvious  single  explanation  for  the  large  differences  by 
provider  shown  in  Chart    19,  but  it  seems  unlikely  that  they  were  due  to 
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Chart  19:    Mean  Number  of  Problems 
Per  Screen*,  by  Provider 
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differences  in  client  characteristics.    The  mean  healthiness  ratings  reported 
by  the  different  provider  groups  ranged  very  narrowly  from  7.36  to  7.63, 
while  the  proportion  of  screens  with  problems  ranged  from  46.1%  to  81.8%. 
Results  by  individual  provider  suggest  that  there  is  actually  a  fairly  strong 
direct  correlation  between  the  proportion  with  problems  and  the  mean  healthi- 
ness rating;  that  is,  in  general,  physicians  reporting  the  most  problems  also 
reported  that  their  children  were  the  healthiest.    (This,  of  course,  is  just 
the  opposite  of  what  one  might  expect.)    Although  Chapter  14  did  show  dif- 
ferences in  clients'  age  and  ethnicity  by  provider  type,  our  first  report 
showed  that  reporting  differences  were  not  due  to  age  distribution.    In  brief, 
it  does  not  appear  that  reporting  differences  were  due  to  underlying  differences 
in  the  health  status  of  clients  at  the  time  that  they  were  screened.  They 
appear,  rather,  to  be  due  to  differential  thoroughness  or  to  different  defini- 
tions of  'problem' . 

Problem-finding  rates  differed  rather  little  by  characteristics  other 
than  provider.    Looking  just  at  the  proportion  of  screens  with  problems  ex- 
cluding immunizations  (Table  A-18),we  see  very  small  differences  between  the 
control  and  experimental  groups  (61.4%  versus  64.1%),  by  age  (59.5%  for  in- 
fants versus  68.3%  for  pre-teens)  or  by  screening  sequence  (63.8%  for  initial 
screens  versus  62.5%  for  subsequent  ones).    Experimental  screens  did  tend  to 
report  a  higher  average  number  of  problems  per  screen  (0.99)  as  compared 
to  control  screens  (0.92),  and  the  average  also  increased  with  age,  from  0.87 
for  infants  to  1.09  for  pre-teens. 


B.    Finding  Rates  for  Specific  Conditions 

A  more  detailed  analysis  of  these  high  problem-finding  rates  indicates 
that  they  were  entirely  due  to  the  very  high  incidence  of  upper  respira- 
tory infections,  skin  conditions,  and  similar  obvious  problems,  and  that 
such  "preventive"  conditions  as  dental,  vision  and  hearing  deficiencies 
were  infrequently  reported.    There  was,  moreover,  a  very  large  difference 
between  the  findings  of  private  physicians  and  the  findings  of  TPCHD  well- 
child  clinics.    These  differences  are  summarized  in  Tables  A-19  through  A-21* 
and  in  Chart  20. 


*Table  A-19  shows  the  percent  of  screens  reporting  problems  by  the  step 
numbers  of  Section  F  from  the  project  screening  form  (see  Appendix  B-2  for 
a  copy  of  this  form).    This  table  is  useful  because  it  ties  in  directly 
with  the  project  screening  sheet,  but  it  may  count  a  single  condition  under 
more  than  one  step. Table  A-20  regroups  problems  by  their  ICDA  codes,  as 
described  in  Appendix  E-l„    This  method  does  provide  an  unduplicated  problem 
count,  but  it  is  less  precise  because  of  the  way  it  groups  conditions.  Both 
tables  will  be  referenced  in  the  following  discussion. 
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Differences  of  300  to  400%  between  provider  groups  are  common  in 
Table  A-20    and  differences  between  individual  physicians  are  even  greater. 
The  high  volume  group,  for  example,  reported  respiratory  problems  from 
43.8%  of  screens  compared  to  2.7%  of  TPCHD  screens.    Doctor  A  reported 
such  problems  from  64.7%  of  his  screens-a  large  proportion  of  these  were 
identified  as  "cigarette  pharyngitis "-while  Doctor  H  reported  them  from 
1.6%.    Dental  problem  rates  varied  from  0.0%  for  Doctor  H  and  0.4%  for 
Doctor  B  to  12.6%  for  TPCHD.    Once  again,  we  doubt  that  these  differences 
were  due  to  underlying  patient  characteristics;  rather  we  strongly  suspect 
that  individual  providers  did  their  screens  differently. 

Chart  20  compares  findings  from  project  physicians  and  TPCHD  with  those 
from  national  reports.    The  differences  are  striking.    Private  physicians 
reported  skin  conditions  from  20.2%  of  screens  and  nose  and  throat  problems 
from  24.1%,  compared  to  5.7%  and  3.2%  respectively  from  TPCHD.  Physicians 
reported  vision  problems,  however,  from  only  2.9%  of  screens,  compared  to 
12.3%  from  TPCHD  and  a  national  standard  of  10.0%.    Hearing  deficiency  was 
reported  from  1.0%,  6.9%  and  8.0%  of  screens  respectively.  Physician 
screeners  also  underreported  dental  and  developmental  problems,  in  com- 
parison both  with  TPCHD  and  with  national  reports. 

In  general,  high  volume  providers  showed  the  greatest  proportion  of 
screens  with  presumably  acute  conditions  such  as  Hct/Hb,  ears,  nose  and 
throat,  genitourinary  and  skin  problems  while  TPCHD  showed  the  highest  pro- 
portions for  soci al -emotional ,  dental,  hearing  and  vision  deficiencies. 
The  former  conditions  are  ones  that  EPSDT  was  not  intended  to  discover 
because  they  are  mostly  self-limiting,  while  the  latter  were  intended,  and 
it  is  difficult  to  escape  the  conclusion  that  TPCHD  did  the  most  effective 
screening  in  this  project.    (This,  of  course,  is  not  the  only  criterion  of 
success,  since  we  saw  in  Chapter  6  that  somewhat  fewer  of  TPCHD' s  problems 
got  treated;  but  it  is  an  important  indicator.)    TPCHD 's  screens  were  done 
by  nurses  and  others,  with  each  major  test  being  done  by  a  separate  individual 
who  specialized  in  that  particular  test.    TPCHD  also  refused  appointments 
for  children  who  were  obviously  sick  because  they  were  intended  specifically 
for  well -child  exams.    TPCHD  was  the  only  provider  group  to  show  a  lower 
problem  finding  rate  after  the  initial  screen. 

By  far  the  grossest  differences  shown  on  Chart  20  are  for  dental  finding 
rates.    (These  have  already  been  age  adjusted  by  removal  of  children  under 
three.)    Physician  screeners  reported  dental  problems  from  just  4.3%  of 
their  screens  compared  to  an  expected  level  of  63.5%.    The  project  was  very 
concerned  about  these  findings  and  hired  a  part-time  dental  hygienist  in 
August  1978  to  do  independent  dental  screening.    The  hygienist  reported 
dental  problems  from  56.0%  of  the  fifty  EPSDT  screens  that  she  participated 
in,  confirming  that  the  national  figure  was  probably  representative  of  Pierce 
County  as  well.    Routine  dental  exams  do  not  appear  to  have  been  done  (or 
done  properly)  in  this  project.    (See  also  Chapter  12  and  Appendix  F  for 
discussions  of  the  dental  sub-study.) 
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One  indicator  of  the  types  of  tests  performed  at  screening  is  available 
from  the  Medicaid  billing  profiles.    The  State  Office  of  Medical  Assistance 
reimbursed  screeners  for  specific  EPSDT-related  tests  as  well  as  for  the 
screen  itself.    In  a  review  of  500  screens,  HSRI  found  supplementary  billings 
for  the  following: 


■hematocrit  40.8%  of  all  screens 

•complete  urine  or  urinalysis  3.1.0% 

•hemoglobin  6.8% 

•complete  blood  count  1.2% 

■audiometer  0.6% 

■EPSDT  miscellaneous  lab  1.6% 


The  small  number  of  screens  with  audiometer  tests  was  especially  sur- 
prising because  screeners  could  charge  nearly  as  much  for  this  test  ($15.00) 
as  they  could  for  the  screen  itself  ($21.54);  several  major  screeners,  in- 
cluding CMCS  and  TPCHD,  owned  audiometers.    Less  expensive  tests  may,  of 
course,  have  been  omitted  because  of  oversight  or  ignorance  of  the  availability 
of  reimbursement.    The  data  do  suggest,  nevertheless,  that  some  of  these  tests 
were  widely  omitted  from  the  screening. 


C.    "True"  Problem  Finding  Rates 

The  most  likely  explanation  for  these  skewed  problem-finding  rates  is 
that  many,  if  not  most,  screens  occurred  in  conjunction  with  acute  episodic 
sick  visits.    The  Pierce  County  project  did  not  include  an  outreach  (case 
finding)  component,  and  the  state's  routine  program  provided  only  periodic 
written  notices.    In  Dallas,  such  notices  were  found  to  have  little  effect 
on  screening  penetration  rates*.    Self  (or  parental)  motivation  for  visiting 
a  physician  is  likely  to  be  strongest  when  a  child  is  actually  sick,  because 
concern  about  health  is  likely  to  be  greatest  then.    Physicians  and  the  Public 
Health  Department  were  effectively  the  only  case  finders  in  Pierce  County: 
physicians  encouraged  new  mothers  to  bring  their  infants  in  for  well -child 
visits,  and  they  took  advantage  of  sick  visits  as  an  occasion  for  EPSDT. 
There  were  only  two  major  exceptions:    project  case  monitors  encouraged  re- 
screens,  and  school  authorities  required  entrance  and  athletic  physicals.  The 
data  forms  do  not,  unfortunately,  tell  us  the  motivation  for  screening, 
but  we  suspect  that  sick  visits  played  a  prominent  role. 

The  tendency  toward  screening  in  conjunction  with  sick  visits  was  ac- 
centuated by  the  use  of  physicians  as  screeners.    It  would  not  have  occurred 
in  a  two  step  mode  where  treatment  is  usually  separate  from  screening  because 
it  was  almost  certainly  the  treatment  that  most  parents  were  seeking.  The 


*Health  Services  Research  Institute,  1978. 
Dallas,  Texas:    Final  Evaluation  Report. 
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difference  between  TPCHD  findings  and  those  of  the  private  physicians  is 
of  particular  interest  in  this  regard;  TPCHD  actively  encouraged  sick 
children  to  see  a  physician  rather  than  to  come  to  a  well -child  clinic. 

As  an  adjunct  to  the  medicaid  cost  study,  HSRI  analyzed  the  medicaid 
profiles  of  474  unscreened  children  to  see  how  many  had  visited  physicians 
during  the  thirteen  months  between  October  1,  1976,  and  October  31,  1977. 
We  found  that  60.8%  of  these  unscreened  children  had  not  seen  a  physician, 
and  that  an  additional  22.6%  had  seen  one  only  once  or  twice.    National  data 
show  that  most  pre-school  children  see  a  physician  at  least  once  a  year, 
and  so  the  sick  visit  clearly  has  great  potential  as  a  case  finding  device, 
at  least  below  age  six. 

The  American  Academy  of  Pediatrics  recommends  that  screening  should 
be  separated  from  sick  visits,  both  because  several  important  tests  are 
unreliable  during  illness  and  because  treatment  of  an  immediate  condition 
leaves  inadequate  time  for  careful  screening.    Most  physicians  that  we  in- 
terviewed disagreed  with  this,  however,  and  several  said  that  their  patients 
would  not  voluntarily  return  for  a  purely  preventive  health  check-up.  Several 
of  them,  moreover,  had  extremely  busy  practices  and  could  not  have  scheduled 
a  separate  appointment.    Parents  were  probably  aware  that  their  child  was 
being  screened  only  when  they  signed  the  project's  consent  form,  because 
EPSDT  probably  differed  rather  little  from  the  physicians'  routine  practice. 

Should  the  State  of  Washington  adopt  more  active  outreach,  it  is  likely 
that  far  more  apparently  well  children  would  be  brought  into  the  EPSDT  system. 
The  "mix"  of  problems  requiring  case  monitoring  would  shift,  and  monitors 
might  have  to  work  harder  simply  because  the  majority  of  problems  found  would 
be  less  obvious  to  the  parent.    The  conclusions  of  this  report  would  not  neces- 
sarily be  invalid  in  such  a  situation  but  they  would  have  to  be  carefully 
interpreted. 

To  sharpen  our  analysis,  project  staff  with  medical  background  classified 
all  problems  reported  at  screening  by  whether  or  not  the  parent  was  likely 
to  have  been  aware  of  and  concerned  about  them  before  an  EPSDT  screen*. 
Three  categories  were  established: 

1)  conditions  that  probably  motivated  the  office  visit  during 
which  screening  occurred; 

2)  conditions  that  were  unlikely  to  have  stimulated  an  office 
visit; 

3)  conditions  that  might  or  might  not  have  stimulated  a  visit. 


*These  classifications  were  based  on  ICdA  codes,  and  they  are  detailed  in 
Appendix  1-2.    Although  the  medical  referral  form  included  the  following  cate- 
gories-completely  new  condition;  previously  known,  under  care;  previously  known, 
not  under  care-this  section  was  generally  filled  out  according  to  the  screener's 
rather  than  the  parent's  prior  awareness  of  a  problem. 
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To  simplify  the  discussion  below,  the  three  categories  defined  by  the  project 
will  be  described  as  "cause  for  exam",  "found  at  screen",  and  "could  be  either", 
even  though  these  labels  greatly  over-simplify  the  case. 

Even  though  this  classification  scheme  was  necessarily  somewhat  arbitrary, 
it  highlights  very  important  differences  by  provider.    Amongst  4,395  reported 
experimental  problems,  43.3%  were  almost  certainly  known  and  of  sufficient 
concern  to  the  parent  to  have  motivated  the  physician  visit  at  which  screen- 
ing occurred  (Table  A-22).  These  problems,  in  other  words,  were  not  found  at 
screening  but  actually  caused  the  screen  to  occur.    In  a  program  with  ag- 
gressive outreach,  they  might  not  be  reported  at  all  because  far  fewer 
screens  would  occur  during  sick  visits.    An  additional  36.5%  of  problems 
might  or  might  not  have  motivated  the  screen,  and  if  we  add  half  of  these 
to  the  43.3%,  we  may  estimate  that  more  than  60%  of  the  reported  problems  in 
this  project  were  the  cause,  rather  than  the  result  of  screening.    Only  20.2% 
of  reported  problems  were  unequivocally  not  the  cause  of  screening. 

The  proportion  of  problems  that  clearly  did  not  motivate  a  sick  visit 
before  screening  ranged  from  16.6%  for  high  volume  providers  to  46.5%  for 
TPCHD.    Well  over  half  (59.8%)  of  Doctor  A's  problems  were  fairly  certainly 
known  beforehand,  while  only  7.7%  were  unknown.    Doctor  E  also  reported  very 
few  problems  (9.1%)  that  were  clearly  not  the  cause  of  the  screen.  Other 
comparisons,  such  as  by  screen  sequence  or  by  age  group,  are  obscured  by  the 
fluctuating  proportion  in  the  uncertain  category. 

Table  A-23  and  Chart  21  show  the  mean  number  of  problems  per  experimental 
screen  with  and  without  inclusion  of  problems  known  beforehand.    (All  three 
columns  exclude  immunizations.)    When  all  reported  problems  are  included, 
they  average  0.99  per  screen;  when  those  that  definitely  motivated  screening 
are  excluded,  the  mean  becomes  0.52,  and  when  all  those  that  might  have 
motivated  screening  are  omitted,  the  rate  falls  to  0.22.    The  true  problem 
finding  rate  probably  lies  somewhere  between  0.22  and  0.52. 

Exclusion  of  all  problems  except  those  that  definitely  did  not  motivate 
screening  accentuates  differences  between  the  categories  shown  in  Table  A-23, 
High  volume  providers,  and  particularly  Doctor  A,  are  greatly  affected  by 
the  exclusions;  the  finding  rate  for  the  group  falls  from  1.37  to  0.24, 
while  for  A,  it  falls  from  1.59  to  0.13.    The  rate  for  TPCHD  falls  only  from 
0.75  to  0.42    however;  and  after  all  the  exclusions,  TPCHD  has  twice  the 
problem  finding  rate  of  any  other  provider  group.    Refinement  also  greatly 
accentuates  differences  between  initial  and  subsequent  screens,  suggesting 
(as  does  the  project's  hypothesis  2a)  that  repeat  screening  tends  to  reduce 
the  proportion  of  children  with  undetected  health  conditions. 

A  comparison  of  Tables  A-20  and  A-24  shows  what  happens  to  problem-specific 
finding  rates  when  conditions  that  clearly  caused  the  office  visit  are  ex- 
cluded.   Before  exclusion,  the  most  frequently  found  problems  were  respiratory 
(26.1%),  nervous  system  and  sense  organs  (15.5%),  skin  conditions  (12.8%)  and 
immunizations  (9.5%);  after  the  exclusion,  skin  conditions  (9.9%)  and 
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Chart     21:    Problem  Finding  Rates  By  Provider, 
Using  Alternative  Definitions  of  Problem* 


l.CS 


Found  at     Possibly  All 
screening    found  at  problems 
screen 


0.22        0.13  0731  0~45        0T09       0J4        0730        0771         07T9  0742" 

All  Dr.  A       Dr.  B       Dr.  C       Dr.  D       Dr.  E       Dr.  F       Dr.  G       Dr.  H    Community  TPCHD 


Providers 


CI inics 


*This  table  and  chart,  unlike  TableA-18and  Chart   19,  include  only  experimental  screens,  so  the 
total  problem  finding  rates  differ  slightly. 
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immunizations  (9.5%)  ranked  first  and  second  respectively,  while  nervous 
system  (6.6%)  and  respiratory  problems  (6.3%)  fell  to  third  and  fourth. 
The  majority  of  infective  diseases,  mental  disorders,  nervous  and  respira- 
tory system  problems,  and  birth  problems,  were  almost  certainly  known  and 
of  concern  to  the  parent  before  they  were  reported  by  the  screener. 


D.  Conclusions 

Findings  reviewed  in  this  chapter  make  it  clear  that  sick  visits  were 
the  major  client  recruitment  device  in  the  Pierce  County  project,  but  that 
screening  during  sick  visits  was  probably  not  effective  EPSDT.    Total  problem- 
finding  rates  were  very  high:    63.4%  of  screens  reported  treatable  or  refer- 
able conditions,  and  there  was  an  average  of  0.97  problems  other  than  immuni- 
zation deficiencies  reported  from  each  screen.    The  number  of  upper  respiratory 
and  skin  conditions  was  particularly  high.    Since  most  poor  children  under 
six  see  a  physician  at  least  once  a  year*;  the  sick  visit  offers  considerable 
national  potential  as  a  case  finding  device. 

In  spite  of  this  high  overall  rate,  however,  the  number  of  problems 
that  were  unequivocally  found  at  screening  was  actually  quite  low.  Approxi- 
mately 80%  of  the  reported  problems  either  definitely  or  possibly  motivated 
the  physician  visit  at  which  the  screen  occurred,  so  that  only  20%  were 
definitely  discovered  as  a  result  of  EPSDT.    The  number  of  dental,  vision, 
hearing  and  developmental  problems  was  very  low  by  national  standards. 

Screening  in  this  project  was  performed  both  by  private  physicians  and 
by  well-child  clinics  of  the  Tacoma-Pierce  County  Health  Department,  although 
the  overall  statistics  discussed  above  are  dominated  by  the  physicians.  TPCHD' 
results  were  much  closer  to  national  standards,  and  the  mean  number  of  problems 
that  were  unequivocally  found  at  screen  was  twice  as  high  for  their  screens 
as  it  was  for  others.    TPCHD  did  not  screen  during  sick  visits,  and  they 
appear  to  have  been  far  more  effective  as  a  result. 

Reliance  on  the  private  sector  for  EPSDT  or  for  CHAP  is  clearly  not  a 
panacea,  and  some  kind  of  input  or  performance  standards  appear  to  be  essential 


*National  Center  for  Health  Statistics,  "Physician  Visits,  Volume  and 
Interval  since  Last  Visit,  United  States  -  1975."    Vital  and  Health  Statistics, 
Series  10,  Number  128. 
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CHAPTER  17 

THE  KINDS  OF  PROBLEMS  THAT  REQUIRE  MONITORING 

The  amount  of  case  monitoring  that  a  particular  EPSDT  program  has  to 
give  depends  on  two  interacting  factors  -  the  types  and  seriousness  of  problems 
that  are  found  at  screening,  and  the  extent  to  which  patients  would  obtain 
necessary  services  without  monitoring.    Chapter  16  above  showed  that  screeners 
reported  a  very  large  number  of  problems  in  Pierce  County,  but  that  most 
appeared  to  be  self-limiting  acute  episodes  rather  than  the  preventable  long 
term  conditions  that  EPSDT  was  intended  to  discover.    This  chapter  will  show 
that  many  of  the  reported  problems  did  not  require  monitoring  at  all  because 
they  were  fully  treated  at  screen,  while  another  large  portion  required 
assistance  for  only  one  appointment  after  screening.    The  average  cost  and 
difficulty  of  monitoring  each  case  would  have  been  greater  in  a  prevention 
oriented  program,  but  the  overall  total  cost  might  have  been  less. 


Proportion  Initially  or  Completely  Treated  at  Screen 

A  screener  who  found  that  a  child  had  a  problem  had  a  number  of  treatment 
options  to  consider.    In  2.0%  of  cases,  treatment  was  not  considered  advisable 
or  warranted  and  so  the  condition  was  merely  recorded  without  further  action. 
Problems  needing  treatment  could  be  completely  treated  at  the  first  visit, 
could  be  referred  only,  or  could  be  both  treated  at  first  visit  and  referred. 
Referrals  could  be  back  to  self  or  to  some  other  physician,  dentist,  or 
clinic.    Some  "problems"  reported  at  screening  were  later  found  to  be  false 
positives. 

One  of  the  policy  questions  regarding  case  monitoring  is  whether  it 
should  stop  after  initial  treatment  of  a  problem  has  been  ensured  or  whether 
it  should  continue  until  all  necessary  treatment  has  been  completed.    Table  A-25 
shows  that  68.9  to  78.6%  of  problems  received  at  least  initial  treatment  during 
the  screen  itself  and  that  only  21.4%  to  31.1%  were  completely  deferred  until 
a  later  visit.    Well  over  half  of  all  problem  types  except  dental  were  treated 
during  screening,  and  most  of  these  proportions  were  over  75%.    Among  provider 
groups,  TPCHD  was  the  only  one  to  treat  less  than  70%  at  screen;  its  proportion 
was  16.7%  under  extended  monitoring  and  15.4%  in  the  control  group.    The  ICDA 
status  section  shows  that  smaller  proportions  of  problems  possibly  or  definitely 
found  at  screen  were  treated  immediately,  but  even  here  nearly  two-thirds 
were  treated  at  screen. 

Table  13  shows  that  42.0%  of  experimental  problems  required  no  monitoring 
at  all  because  they  were  completely  treated  during  the  screen.    This  proportion 
was  particularly  high  for  teenagers  (50.7%)  and  particularly  low  for  clients 
of  community  clinics  (27.5%)  and  TPCHD  (12.5%).    By  problem  category,  the 
proportion  resolved  at  screen  exceeded  60%  for  infective  diseases  and  parasites 
(62%),  respiratory  problems  (63.6%),  skin  problems  (60.2%),  and  accidents, 
poisoning  and  violence  (61.8%).    It  was  less  than  20%  for  dental  (8.6%)  and 
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birth  problems  (17.5%)*.    Problems  that  defintely  did  not  cause  the  physician 
visit  at  which,  the  screen  occurred  were  much  less  likely  than  other  problems 
to  be  resolved  at  screen  (25.1%)**. 


Referrals 

To  whom  referred 

Table  A-26  analyzes  those  problems  that  were  not  fully  treated  at  the 
screen.    Most  problems  requiring  additional  treatment  were  referred  back  to 
the  original  provider:    in  the  control  group,  this  proportion  was  66.7%, 
while  in  the  experimental,  it  was  77.7%.    Those  referred  elsewhere  went  to 
a  wide  variety  of  providers.    Most  of  the  difference  between  the  control 
and  experimental  groups  is  accounted  for  by  the  much  lower  proportions 
referred  to  dentists  and  group  homes  in  the  experimental  group. 

It  is  interesting  to  note  that  the  proportion  of  problems  referred  to 

self  declined  steadily  as  the  patient's  age  rose.    For  older  children,  a 

much  higher  proportion  of  problems  were  referred  to  ophthalmologists,  group 
homes  and  specialist  clinics. 

High  volume  physicians  referred  90.4%  of  their  problems  back  to  themselves 
and  an  additional  4.5%  to  specialist  physicians.    TPCHD  referred  all  but  28.7% 
of  its  problems  to  some  other  provider,  and  particularly  to  medical  doctors 
(22.6%),  dentists  (16.8%),  and  specialist  clinics  (11.8%).    Community  clinics, 
by  contrast,  referred  70.2%  of  their  problems  back  to  self. 

Treatment  Processes 

In  preparation  for  its  limited  case  monitoring  study,  the  project  also 
recoded  all  experimental  problems  on  file  to  indicate  the  degree  of  case 
monitoring  that  had  actually  been  required.    (This  was  omitted  for  problems 
that  were  fully  treated  at  screen  because  they  did  not  need  monitoring.) 


*Tablel3  shows  that  no  immunizations  were  completed  at  screen,  but 
this  was  because  medical  referral  forms  were  only  filled  out  for  children 
needing  additional  shots. 

**Table  A-25  in  the  Appendix  is  an  amplified  version  of  Table  13.  This 
table  shows  that  the  proportion  of  problems  fully  treated  at  screen 
rose  from  37.9%  in  the  ECM  group  to  52.9%  under  LCM.    Since  the  monitoring 
variable  itself  would  not  have  affected  this  proportion,  the  change 
may  be  due  to  project  coding.    It  is  possible  that  many  of  the  "referrals" 
reported  on  project  data  sheets  were  actually  discretionary  call  backs 
and  hence  not  truly  indicative  of  the  need  for  monitoring. 
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Table  13:    Proportion  of  Experimental  Problems  Resolved 
at  Screen  or  Within  One  Visit  Afterwards 


At  Screen 


One  Visit  After 


Total 


Total 
Age 

Under  1 
1-6 
7-13 
14-20 

Provider 

High  Volume 
Low  Volume 
Community  Clinic 
TPCHD 

ICPA 

Infective  Diseases  and 

Parasites 
Nutritional  Deficiencies 

Endocrine  and 

Metabolic  Disorders 
Blood  Diseases  (and  blood 

forming  organs) 
Mental  Disorders 
Nervous  System  and 

Sense  Organs 
Circulatory  System 
Respiratory  System 
Dental 

Digestive  System,  other 
Heni to-urinary  System 

.ckin 

Musculoskeletal 
Birth  Defects 

Birth  Problems  (Perinatal) 
Accidents,  Poisoning, 

and  Violence 
Immunizations 
m  other  conditions 


42.0% 


40.4 
40.2 
45.5 
50.7 


47.4 
42.9 
27.5 
12.5 


62.0 


32.8 

22.1 
27.8 

30.7 
33.3 
63.6 
8.6 
51.8 
51.3 
60.2 
38.7 
24.2 
17.5 
61.8 

0.0 
35.5 


24.7% 


26.7 
24.4 
24.6 
17.6 


24.7 
23.6 
34.3 
23.3 


24.1 


17.2 

25.3 
15.6 

32.7 
24.1 
22.0 
23.3 
20.5 
27.6 
26.7 
20.0 
18.6 
22.5 
15.7 

32.8 
23.1 


66.7% 


67.1 
64.6 
70.1 
68.3 


72.1 
66.5 
61.8 
35.8 


86.1 


50.0 

47.4 
43.4 

63.4 
57.4 
85.6 
31.9 
72.3 
78.9 
86.9 
58.7 
42.8 
40.0 
77.5 

32.8 
58.6 


Status 


Cause  for  Exam 
Found  at  Screen 
Could  be  Either 


55.0 
25.1 
35.7 


23.3 
23.1 
27.3 


78.3 
48.2 
63.0 


97 


Four  codes  were  used: 

1)  LCM  would  have  been  identical  to  ECM  for  one  of  the  following 
reasons : 

a)  child  showed  for  first  visit  after  screen  and  did  not  re- 
quire further  treatment; 

b)  case  worker  was  unable  to  contact  client; 

c)  treatment  was  not  available; 

d)  client  refused  treatment. 

2)  Child  missed  first  appointment  after  screen. 

3)  Child  came  to  first  appointment  after  screen  but  required  further 
treatment. 

4)  Unable  to  recode  because  monitor's  record  is  unclear. 

Appendix  tables  A-27  and  A-28  detail .the.  results  of  this  recode.  and  oert inert 
findings  are  summarized  below. 

Proportion  Resolved  at  First  Visit  After  Screen 

Our  earlier  Table  13also  shows  the  proportion  of  experimental  problems 
that  were  resolved  during  the  first  treatment  visit  after  screening.  (In 
most  cases,  this  was  the  second  treatment,  because  most  were  initially  treated 
during  the  screen.)    A  total  of  24.7%   of  problems  were  resolved  at  the  first 
visit.    Immunizations  (32.8%)  and  nervous  system  and  sense  organ  problems 
(32.7%)  were  the  most  likely  to  be  resolved  at  this  time. 

The  final  column  of  Table  13 shows  that  exactly  two-thirds  (66.7%)  of 
experimental  problems  were  resolved  either  at  the  screen  or  within  one  visit 
afterwards.  This  proportion  was  greatest  (72.1%)  for  the  four  high  volume 
providers  and  least  (35.8%)  for  TPCHD.  Over  three-quarters  (78.3%)  of  the 
problems  that  caused  the  office  visit  at  which  screening  occurred  were  re- 
solved, but  less  than  a  third  of  dental  problems  (31.9%)  and  immunizations 
(32.8%)  were  completed. 

Number  of  Treatments 

Column  11  of  Table  A-28 shows  that  52.9%  of  experimental  problems  re- 
ceived only  a  single  treatment,  either  at  the  screen  (42.0%)  or  later  (10.9%). 
The  proportion  needing  one  treatment  was  lowest  for  infants  (47.1%)  and  highest 
for  teenagers  (66.8%).    By  ICDA  group,  birth  problems  and  blood  diseases  were 
the  most  likely  to  require  multiple  treatments  (81.6%  and  76.3%  respectively). 

Proportion  Missing  First  Appointment 

Table  A-27 shows  that  6.8%  of  children  who  needed  treatment  after  screening 
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were  reported  to  have  missed  their  first  appointment*.    By  age  group,  the 
proportion  was  highest  for  preschool  children  -  9.0%.    By  provider  type, 
it  was  highest  for  TPCHD  -  14.4%.    Children  with  dental  problems  (9.7%)  and 
immunization  deficiencies  (16.1%)  were  also  especially  likely  to  have  missed 
their  first  appointment. 


Problems  Requiring  Monitoring  Under  Alternative  Strategies 

The  figures  provided  in  Tables  A-18,  A-25  and  A-28  can  be  combined  in  such 
a  way  as  to  show  the  amount  of  case  monitoring  that  would  be  required  under 
alternative  strategies.    Table      showed  the  mean  number  of  problems  per 
screen  regardless  of  whether  or  not  they  needed  any  treatment  at  all  after 
the  initial  visit.  Table  A-28shows  that  the  mean  number  of  referred  problems 
per  screen  was  0.63,  or  approximately  two-thirds  of  the  full  rate.  Under 
full  case  monitoring  to  treatment  completion,  a  program  under  the  circumstances 
of  Pierce  County's  could  expect  to  monitor  0.63  problems  for  every  screen 
performed.    The  requirement  would  be  especially  high  for  health  department 
well -child  clinics  -  0.79  problems  per  screen  -  because  they  treat  very  few 
problems  at  screen.    It  would  also  be  high  for  those  screeners  with  high  over- 
all problem  finding  rates. 

If  case  monitoring  was  only  required  to  treatment  initiation,  only  0.24 
problems  per  screen  would  need  to  be  followed.    These  would  mostly  be  re- 
ferrals to  someone  other  than  the  original  screener  because  most  problems 
referred  to  self  were  initially  treated  during  the  screen.    Under  these 
conditions,  TPCHD  at  0.74  problems  per  screen,  would  be  by  far  the  largest 
producer  of  monitored  problems;  the  next  biggest  producer,  low  volume  pro- 
viders, showed  only  0.24  untreated  problems  per  screen. 

Under  the  limited  monitoring  strategy  followed  during  the  project's 
last  six  months,  the  number  of  problems  needing  follow-up  would  be  exactly 
the  same  as  under  extended  monitoring.    For  an  average  of  0.23  problems  per 
screen,  however,  LCM  would  not  be  enough  either  because  multiple  visits  were 
required  or  because  the  child  missed  his  first  appointment  after  screen. 
This  column  again  shows  that  TPCHD  was  the  largest  producer  of  extra  work 
because  each  of  its  screens  produced  an  average  of  0.39  problems  that  required 
extended  follow-up.    The  fact  that  TPCHD  probably  did  the  most  effective 
preventive  health  screening  in  this  project  (see  Chapter  16)  must  be  balanced 
against  the  fact  that  it  also  produced  the  most  work  per  screen  for  case 
monitors. 


*This  proportion  was  reported  to  the  3.8%  for  the  ECM  group  and  19.6% 
for  the  LCM,  however,  even  though  theoretically  there  should  have  been  no 
difference  between  the  two  groups.    The  variable  at  issue  was  coded  ex-post 
factor,  by  different  individuals  at  different  times,  and  it  is  likely  that 
the  coding  procedure  shifted.    The  project  feels  that  the  19.6%  figure  is  the 
more  accurate. 
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TABLE  14: 

MEAN  NUMBER 

OF  PROBLEMS  PER  SCREEN 

UNDER  ALTERNATIVE  CASE 

MONITORING  POLICIES 

I  lull  1  1  VIM  I1U      1    UL  1  U  1  L  J 

Mean 

Numbe 

riom  tor  i  ng  to 

Moni torina 

Problems  R 

i  res  uncnt 

tu   i  r  ca unci  i l 

More 

than 

N* 

Completion 

1  Fl  i  L  1  a  L  I  Ufl 

Limited  Mo 

Total 

0.24 

0.23 

Age 

Under  1 

1  dlfi 

U.  1  \ 

1-6 

1  Do  1 

U.  0/ 

n  o/i 

7-13 

739 

0.65 

n  on 
U.  cv 

14-20 

273 

0.56 

n  9Q 

n  i  c 
U.  lb 

Provider 

High  Volume 

10  10 

u .  /  D 

n  ic 

U.  1  J 

Low  Volume 

1  0  1 1 

n  m 

n  on 
U. 

Community 

CI i  ni  cs 

t  1  0 

n 

u .  ou 

n  1 7 

U.I/ 

0.17 

TPCHD 

n  7Q 

0.39 

Individual 

Provi  ders 

Doctor  A 

805 

0.64 

n  in 

0.17 

Doctor  B 

236 

1.45 

U  .  1  o 

0.39 

Doctor  C 

251 

0.58 

0.17 

0.21 

Doctor  D 

320 

0.68 

0.24 

0.17 

Doctor  E 

344 

0.45 

0.27 

0.18 

Doctor  F 

339 

0.61 

0.24 

0.22 

Doctor  G 

283 

0.72 

0.34 

0.28 

Doctor  H 

63 

0.48 

0.17 

0.19 

*Experimental  group  only. 
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Table  15  follows  the  same  outline  and  shows  the  distribution  of  problems 
by  various  characteristics  under  alternative  monitoring  strategies.  These 
distributions  are,  of  course,  specific  to  the  Pierce  County  project  and  may 
not  be  applicable  elsewhere.    If  the  county  had  followed  the  national  strategy 
of  monitoring  to  treatment  initiation  only,  37.2%  of  problems  followed  would 
have  been  immunizations,  and  15.3%  would  have  been  nervous  system  and  sense 
organ  problems.    Twenty-eight  percent  would  have  derived  from  health  depart- 
ment well -child  clinics  even  though  only  8.8%  of  screens  were  performed  there. 
Slightly  more  than  half  would  have  been  referrals  to  someone  other  than  the 
screener. 

Summary 

This  chapter  has  analyzed  the  number  and  types  of  problems  that  would 
have  been  followed  under  alternative  case  monitorino  strategies  in  Pierce 
County.    Three  strategies  have  been  considered:    full  monitoring  to  treat- 
ment completion,  monitoring  only  to  initiation  of  treatment,  and  limited 
monitoring  until  the  first  visit  after  screening. 

Although  the  problem  finding  rate  was  quite  high  in  the  Pierce  County 
project,  more  than  three-quarters  of  the  problems  reported  were  given  at 
least  initial  treatment  during  the  screen  itself,  and.  42%  were  fully  treated. 
Monitoring  to  treatment  completion  was  required  for  0.63  problems  per  screen, 
while  follow-up  to  treatment  initiation  -  a  policy  not  followed  in  Pierce 
County  -  would  have  been  needed  for  0.24  problems  per  screen.    These  rates 
may  be  used  to  estimate  the  number  of  problems  that  would  need  to  be  followed 
in  similar  circumstances  elsewhere. 

In  Chapter  16,  we  concluded  that  TPCHD  was  the  most  effective  screener 
in  Pierce  County,  at  least  partly  because  it  lacked  the  willingness  or  the 
facility  to  treat  any  but  the  most  minor  problems.    Since  their  clients 
were  generally  well,  clinic  staff  were  able  to  do  full  and  careful  screens 
and  to  discover  more  of  the  dental,  vision  and  hearing  problems  that  EPSDT 
was  intended  to  find.    This  chapter  has  shown,  on  the  other  hand,  that  TPCHD 
screens  required  more  follow-up,  both  because  so  little  treatment  was  given 
at  screen  and  because  the  problems  found  were  less  likely  to  be  self-limiting. 

The  state  of  Washington  and  other  states  in  a  similar  position  clearly 
have  two  choices:    either  to  maximize  the  effectiveness  of  screening  through 
a  well -child  setting  or  to  minimize  the  amount  of  case  monitoring  required, 
by  screening  in  physician's  offices.    This  is  a  particularly  clear  choice  if 
only  follow  up  to  treatment  initiation  is  required,  but  it  also  holds  true 
under  the  other  variants  evaluated  here.    The  choice  is  between  a  meaningful 
program  as  Congress  initially  intended  it  and  a  paper  program  that  satisfies 
Federal  regulation  but  does  rather  little  for  the  children  involved. 
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TABLE  15:    DISTRIBUTION  OF 

PROBLEMS  NEEDING 

MONITORING 

UNDER  ALTERNATIVE 

POLICIE 

Monitoring  to 

Monitoring  to 

ECM  Differs 

Treatment  Completion 

Treatment  Initiation 

from 

LCM 

N 

% 

N 

% 

N 

% 

Age 

839 

Under  1 

22.1 

213 

21.6 

294 

32.9 

1-6 

1100 

42.9 

476 

48.2 

383 

42.8 

7-13 

479 

18.7 

218 

22.1 

175 

19.6 

14-20 

146 

5.7 

80 

8.1 

42 

4.7 

;>564 

100.0 

987 

100.0 

894 

100.0 

Provider 

High  volume 

1225 

48.2 

236 

24.4 

381 

42.8 

Low  volume 

821 

32.3 

391 

40.4 

313 

35.1 

Community  clinics 

206 

8.1 

70 

7.2 

67 

7.5 

TPCHD 

289 

11.4 

271 

28.0 

130 

14.6 

2541 

100.0 

968 

100.0 

891 

100.0 

Referral 

Self 

1992 

77.7 

478 

48.5 

611 

68.4 

Other 

572 

22.3 

507 

51.5 

282 

31.5 

2564 

100.0 

98b 

100.0 

893 

100.0 

ICDA 

Infective  Diseases 

and  Parasites 

72 

2.8 

14 

1.4 

19 

2.1 

Nutritional  Deficiencies, 

Endocrine  and 

Metabolic  Disorders 

95 

3.7 

27 

2.7 

38 

4.3 

Blood  Diseases  (and 

blood  forming 

organs ) 

170 

6.6 

9 

0.9 

68 

7.6 

Mental  Disorders 

147 

5.7 

68 

6.9 

78 

8.7 

Nervous  System  and 

_  Sen_se_  Cretans  

431 

16.8 

151 

15.3 

140 

15.7 

Cijrculato_ry_  Syste_m_ 

37 

1.4 

15 

1.5 

9 

1.0 

Respiratory  System 

389 

15.2 

26 

2.6 

88 

9.8 

Dental 

110 

4.3 

107 

10.8 

48 

5.4 

Diqestive,  Other 

82 

3.2 

21 

2.1 

33 

3.7 

(}e  ni  to  hu  ri  na  ry_sy_s  tem 

79 

3.1 

19 

1.9 

22 

2.5 

Skin 

206 

8.0 

12 

1.2 

33 

3.7 

Musculoskeletal 

46 

1.8 

20 

2.0 

23 

2.6 

Birth  Defects 

121 

4.7 

67 

6.8 

66 

7.4 

Birth  Problems 

Xperi  natal ) 

33 

1.3 

4 

0.4 

18 

2.0 

Accidents,  Poisoning, 

and  Violence 

34 

1.3 

12 

1.2 

11 

1.2 

Immunizations 

384 

15.0 

367 

37.2 

154 

17.2 

All  other  conditions 

128 

5.0 

48 

4.9 

46 

5.1 

2564 

100.0 

987 

100.0 

894 

100.0 

Status 

Cause  for  Exam 

864 

33.7 

133 

13.5 

258 

28.9 

Found  at  Screen 

667 

26.0 

332 

33.6 

282 

31.5 

Could  be  Either 

1033 

40.3 

522 

52.9 

354 

39.6 

2564 

100.0 

987 

100.0 

894 

100.0 

APPENDIX 
TABLES 


TABLE  A-l:    RATIO    BETWEEN  ACTUAL  AND  EXPECTED  INFANT  RESCREENS, 

BY  TIMING  STATUS* 


All  High  Low 

Providers  Vol  ume  Volume 

No.       %  No.       %  No.  % 


CONTROL 


Expected  Rescreens 
Actual /Expected 

Cnrrpctlv  TimpH 

Rescreens  Only 

745 
356 

47, 

,8 

317 
147 

46.4 

383 
192 

50. 

1 

Correctly  Timed 
PI  ijc  1  Wrona 1 

Periods 

480 

64, 

.4 

208 

65.6 

240 

62. 

7 

All  Rescreens 

549 

73. 

.7 

253 

79.8 

262 

68. 

4 

F 

X  T  E 

N  n 

F  D  . 

M  o  r 

U  TO 

R  I  N 

G** 

Expected  Rescreens 
Actual /Expected 
Correctly  Timed 

Rpcpyppnc  Drilv 

1096 
493 

45, 

.  0 

528 
243 

Cm  *T  J 

4fi  n 

465 

C  1  J 

LI 

i 
i 

Correctly  Timed 
Plus  'Wrong' 

rci i uuo 

652 

59 

5 

fil  7 

C 1  O 

A 
1 

All  p. 

All  Rescreens 

757 

69. 

1 

387 

73.3 

313 

67. 

3 

L 

I  M  I 

T  E 

D  M 

0  N  I 

TOR 

I  N  G 

Expected  Rescreens 
Actual /Expected 
Correctly  Timed 
Rescreens  Only 

328 
189 

57. 

.6 

119 
65 

54.6 

175 
115 

65. 

7 

Correctly  Timed 
Plus  'Wrong' 
Periods 

243 

74. 

,1 

91 

76.5 

140 

80. 

0 

All  Rescreens 

282 

86. 

,0 

104 

87.4 

164 

93. 

7 

*Community  clinics  and  TPCHD  are  omitted  from  this  table  because  the 
expected  number  of  rescreens  in  each  case  was  below  25. 

**Infants  first  screened  after  May  1,  1978  only. 


TABLE  A-2:    ANNUAL  RESCREEN  RATIOS  FOR  CHILDREN  OVER  ONE* 


Interval 

between 

First 

Total 

Not 

and  Second  Screen 

Rescreened 

Rescreened 

N 

Under  12 

12-16 

Over  16 

Months 

Months 

Months 

C  0  N  T  R 

0  L    G  R 

0  U  P 

Total 

630 

27.5% 

9.7% 

3.0% 

40.2% 

59.8% 

Age 

1-6 

353 

32.9 

7.9 

2.8 

43.6 

56.4 

7-13 

218 

19.3 

11.5 

3.2 

34.0 

66.1 

14-20 

59 

25.4 

13.6 

3.4 

42.4 

57.6 

Provider 

High  volume 

304 

27.3 

13.2 

3.3 

43.8 

56.3 

Low  volume 

144 

25.7 

4.9 

4.2 

34.8 

65.3 

Community 

CI inics 

99 

30.3 

5.1 

0.0 

35.4 

64.6 

TPCHD 

"  83 

27.7 

10.8 

3.6 

42.1 

57.8 

EXPERIMENTAL  GROUP 


Total 

668 

23.7% 

16.8% 

4.0% 

44.5% 

55.5% 

Age 

1-6 

431 

29.2 

17.6 

4.4 

51.2 

48.7 

7-13 

174 

14.9 

17.8 

4.0 

36.7 

63.2 

14-20 

63 

9.5 

7.9 

1.6 

19.0 

81.0 

Provider 

High  volume 

294 

22.1 

21.4 

5.1 

48.6 

51.4 

Low  volume 

224 

23.7 

13.4 

3.1 

40.2 

59.8 

Community 

CI  inics 

89 

25.8 

10.1 

5.6 

41.5 

58.4 

TPCHD 

61 

27.9 

16.4 

0.0 

44.3 

55.7 

*Children  first  screened  in  1977  only. 


TABLE  A-3:    PROPORTION  OF  CASES  CONVERTED  AND  PROPORTION  OF  CLIENTS  RETAINED 
(CASES  WITH  AT  LEAST  ONE  REFERRAL  ONLY) 

PROPORTION  CONVERTED   PROPORTION  RETAINED 

CONTROL  EXPERIMENTAL  CONTROL  EXPERIMENTAL 


ECM  LCM  ECM  LCM 


N 

10 

N 

% 

10 

N 

% 

10 

N 
ii 

10 

N 

t 

10 

N 
ii 

°L 

10 

1  Old  1 

coy 

"3fi  7 
JO  .  / 

1  OQd 

1  U3t 

fi^  fi 

O  J  .  O 

coo 

ou .  y 

?A1 
jt  i 

fil  Q 

J  1  ■  7 

1  ??ft 
1  ooo 

71  A 
/  i  .  t 

0  00 

71  O 

Age 

uriucr  i 

77 

AA  9 

ATft 
t  I/O 

7D  1 

/U.I 

fid 
ot 

fiA  ft 

i  nfi 

1  uo 

fiQ  A 

tjj 

7*3  7 
/  o .  / 

O  1 

/  0  .  0 

1  -fi 

i  n 
1 1 1 

9  A  "3 

A?9 

fin  q 

i  An 

1  '+U 

fifi  7 
DO  .  / 

1  9Q 

1  0-7 

fi 

07.0 

fi^fi 
jj  j 

fift  n 
oo .  u 

I  O  0 

DO .  4 

7-1  ^ 
/-I  J 

fi7 

AQ  1 
4-y .  1 

1  3U 

fift  A 
oo.t 

AA 

19  7 

7A 

fin  ft 

OU.  o 

£00 

7A  9 

DO 

1 A_9n 

1  A 

A9  Q 

fiA 
OH 

fiQ  9. 

jj.  J 

7fi 

/  j 

7n  7 

/  u .  / 

rruvi uer 

n  i  yn  vu  i  uiiic 

1  9R 
1  Co 

"3ft  ft 
oo .  o 

fi?A 

Oct- 

fifi  fi 

DO  .  O 

fi7 
0/ 

19  1 
/O.I 

1  7A 
i  / 1 

fifi  7 
uo.  / 

fi?ft 
ooo 

71  ft 
/  1  .  o 

1  U  1 

8.9  9 
OC .  C 

LUW    VU  i  UIIIC 

7Q 

7A  9 
ot .  c 

*3fifi 
JJ  J 

fifi  ft 
DO  .  O 

1  1  fi 
1  1  O 

fi-?  Q 
00  .  O 

Q? 

SO 

AA  1 

AAf) 
ttu 

7?  n 

/  o .  u 

1  fil 
1  D  1 

19.  Q 

/  o .  y 

uuiiiwun  i  ty 

CI inics 

_ 

_ 

106 

68.9 

_ 

_ 

_ 

124 

72.6 

- 

_ 

TPCHD 

31 

29.0 

96 

59.4 

56 

41.1 

52 

57.7 

123 

68.3 

70 

52.9 

lnu 1 Vi Qua  1 

D  v  A  VI  ■?  /"I  r\  v. 

Pi  /-\  A  +  nv»  A 

AO, 
ty 

fii  n 

9nft 

£UO 

fiA  Q 
o*+ .  y 

D  1 

7/1  C 
/4 . 0 

fin 

OU 

fin  n 

OU .  u 

?Afi 

7n  9 

7fi 

Q9  7 
OC. .  / 

ririA+AM  D 

uuctur  o, 

JO 

*3fi  A 

JO  .  t 

1  3fi 
1  0  0 

7Q  9 

fi? 

JC 

fiQ  fi 

3  7  .  0 

1  fiQ 

ft!  1 
O  1  .  1 

uucuor  u 

OU .  0 

ftfi 
OO 

fin  fi 

OU  .  J 

A? 

Afi  9 

I  U  1 

fifi  9 

00  .  0 

Doctor  D 

95 

57.9 

123 

66.7 

25 

80.0 

Doctor  E 

78 

62.8 

27 

59.3 

93 

68.8 

36 

69.4 

Doctor  F 

83 

74.7 

41 

68.3 

100 

79.0 

54 

75.9 

Doctor  G 

72 

65.3 

27 

74.1 

89 

70.8 

39 

82.1 

Doctor  H 

27 

55.6 

CHW 

14771 

338 

61.8 

432 

70.1 

17876 

202 

65.8 

239 

71.1 

37054 

317 

66.9 

387 

72.1 

51410 

93 

58.1 

114 

65.8 

94256 

114 

79.8 

130 

80.0 

TABLE  A-4:    PROPORTION  OF  PROBLEMS  RESOLVED 


Excluding  Problems         Including  Problems  Where  LCM  Would 

Fully  treated  Fully  Treated  Differ  From  ECM 


aZ 

Screen 

at 

Screen 

Kissed  First  Appt. 

—1ul  ti  pi  e 

visits 

Actually 

Actually 

Actual ly 

Actually 

Recei  ved 

Recei  ved 

Received 

Received 

Lontro i 

tLn 

Lontro i " 

1  CM 

ECM 

LCM 

cun 

LLP! 

Total 

07  fltf 

7rt  n  01 
/O.  IX 

c  1  aw 
5  1.9% 

70  f\of 
70.  0% 

OO  cot 

82. 6% 

OA  A 

84.  4 

CO  CO/ 

52. 5% 

12.0% 

7Q  o<y 
/O.  9* 

02.  1  * 

Age 

63.2 

81.1 

Under  1 

43.8 

73.8 

65.3 

73.0 

84.2 

873 

- 

1-0 

07  O 

27.8 

CC  7 

OOo  / 

56. 0 

CO  o 

63.8 

7fi  O 

79.  2 

on  A 
80. 4 

48.0 

10.9 

16.  A 

Q7  1 
0/  .  1 

7-13 

AC  c 

46. 5 

75. 0 

75.4 

1  A  C 

74. 5 

86.3 

90.9 

50.0 

- 

Q.0  O 

14-20 

55. 0 

co  o 

59. 3 

66.7 

81 . 9 

82. 1 

85.7 

33.3 

- 

IF,  Q 

/0 .  3 

Provider 

High  Volume 

oo  o 
39.2 

77  7 

71.7 

70  O 

72.3 

70  C 

73.  5 

84. 5 

QO  A 

92.4 

SO.  7 

OU.  / 

Low  Volume 

0 

36.  c 

7f\  A 

70. 4 

67.5 

CO  1 

DO.  1 

oo  yi 
83.4 

85.9  i 

20.5 

77  Q 

/  /  .  O 

Community  Clinics 

39.3 

75.3 

60.7 

70.4 

81.8 

77.1  ! 

- 

TPCHD 

35.7 

61.7 

35.4 

42.1 

66.9 

46.4  • 

- 

4.0 

71.4 

- 

Individual  Providers 

Doctor  A 

50.9 

70.7 

74.7 

88.2 

93.6 

- 

- 

83.3 

Doctor  B 

41.9 

82.1 

- 

84.5 

- 

- 

92.2 

- 

Doctor  C 

cl  B  1 

CO  Q 

bo  o  y 

ob.  9 

- 

71  Q 

Doctor  D 

CO  o 

63.  8 

0*5  Q 

od .  9 

85. 5 

— 

It. .  u 

Doctor  E 

CA  Q 

oQc  y 

C7  7 

HO  7 

o<: .  / 

OO  l 

92.  | 

— 

- 

7?  n 

Doctor  F 

7E  7 

70  Q 

£3  1  .  D 

so  i 

04.  1 

- 

OU  .  u 

Doctor  G 

no  o 

CO  o 

59 . 8 

oo.  U 

07  O 

0/ .  9 

— 

- 

7fi  t: 

To  Whom  Referred 

Self 

29.8 

71  5 

DO  .  i 

53.2 

7.9 

75.5 

80.6 

Other 

53.9 

c*>  a 

OJ.  D 

4o.  y 

- 

- 

OO  .  1 

ICDA 

Infective  Diseases 

and  Parasites 

00.  1 

on 

Q7  1 

jf  .  i 

— 

- 

Nutritional  Deficiencies, 

Endocrine  and 

Metabolic  Disorders 

73 

fiP,  c 

DO.  9 

- 

- 

- 

Blood  Disease  (and  blood 

_  £0™lnS_  orgjms  

CO  A 

58.4 

CO  o 

58.8 

CC  Q 
00.  9 

70  C 

73.5 

- 

ot .  r 

Mental  Disorders 

21.4 

59. 7 

1 A  T 

34.  1 

1 A  O 

74.8 

68.6 

- 

Nervous  System  and 

Sense  Organs 

48.1 

7*3  Q 

/O.J 

OC  e  1 

7Q  7 

- 

- 

83.9 

£ij*culatory_  System_  _ 

55.6 

50. 9 

70.  / 

- 

- 

07  1 

o/ .  1 

Respiratory  System 

79.5 

71 . 6 

88.7 

rto  o 

92. 3 

92.9 

— 

— 

Dental 

71.9 

58. 7 

56. 3 

CI  o 

61.2 

CO  0 

oo.  2 

Di£es_tive  Sys_tem_j_  Other 

78.6 

89.9 

91.2 

- 

- 

_ 

_ 

Geni to-urinary  Sy_stem 

84.9 

- 

89.4 

92.2 

rtc  l 

95. 1 

- 

- 

- 

- 

S_ kin_  _ 

82.4 

76.0 

OO  O 

83.8 

no  o 

92.2 

- 

- 

Musculoskeletal 

— 

71 .2 

86.4 

- 

Birth  Defects 

68. .5 

63.6 

76. 0 

OA  A 

80. 0 

04 .  U 

Birth  Problems 

_  ipe^inata_lj_  _  _ 

45.5 

80.6 

Accidents,  Poisoning, 

and  Violence 

81.6 

90.7 

88.9 

Immunizations 

34.0 

53.8 

49.3 

34.0 

53.6 

48.6 

7.7 

61.5 

All  other  conditions 

31.0 

68.8 

54.6 

77.5 

87.2 

Status 

Cause  for  Exam 

31.6 

79.3 

68.6 

90.5 

90.9 

13.8 

86.9 

Found  at  Screen 

47.6 

62.0 

60.8 

72.0 

75.5 

77.7 

Could  be  Either 

33.5 

67.2 

56.2 

78.9 

79.0 

43.3 

11.1 

74.1 

*Since  only  a  minority  of  control  group  problems  were  recorded  on  medical  referral  sheets, 
these  results  are  spatially  based  on  a  hand  tally  of  control  group  screening  sheets. 
**Dashes  indicate  that  fewer  than  25  problems  are  available  for  analysis. 


TABLE  A-5:   PROBLEM  CLOSURE  STATUSES 
FOR  REFERRED  PROBLEMS 


A  G 

E 

P  R 

0  V  I  D  E  R 

R 

EF-E. 

.R  R  A  L 

S  T 

A  T  U  S 

Cause 

Found 

Could 

High 

Low 

Community 

To 

To 

for 

at 

be 

Total 

1-6 

7-13 

7-13 

14-20 

Volume 

Volume 

CI inic 

TPCHD 

Self 

Other 

Exam 

Screen 

Either 

J  CONTROL  GROUP 

N 

471 

134 

202 

107 

28 

252 

113 

29 

77 

311 

160 

no 

153 

208 

False  Positive 

0.8 

1.5 

1.0 

0.0 

0.0 

0.8 

1.8 

0.0 

0.0 

1.3 

0.0 

1 .8 

0.7 

Treatment 

Completed 

27.4 

30.6 

20.8 

33.6 

35.7 

27.4 

28.3 

34.5 

23.4 

21.9 

38.1 

19.1 

35. 9 

25.5 

Treatment 

Termi  nated 

1  7 

n  7 
U.  / 

1  .  0 

0  o 
c.o 

O.O 

1.0. 

u.  y 

o  c 
c.o 

1 . 3 

2.5 

2.7 

2.0 

1 .0 

Under  Treatment 

6  months  after 

Referred 

21.9 

26.9 

18.8 

19.6 

28.6 

25.4 

15.0 

3.4 

27.3 

19.9 

25.6 

29.1 

18.3 

20.7 

Treatment  not 

Advised 

0.2 

0.0 

0.0 

0.9 

0.0 

0.0 

0.9 

0.0 

0.0 

0.3 

0.0 

0.0 

0.7 

0.0 

Treatment  not 

Available 

0.2 

0.0 

0.0 

0.9 

0.0 

0.4 

0.0 

0.0 

0.0 

0.0 

0.6 

0.0 

0.7 

0.0 

Family  Moved 

2.8 

0.0 

5.9 

0.0 

3.6 

3.2 

1.8 

6.9 

1.3 

3.2 

1.9 

0.0 

2.6 

4.3 

Unable  to  contact 

11.0 

12.7 

10.9 

9.3 

10.7 

12.7 

11.5 

13.8 

3.9 

12.5 

8.1 

10.0 

12.4 

10.6 

Refused  Treatment/ 

Repeated  Appoint- 

ment Failure 

33.8 

27.6 

41.1 

31.8 

17.9 

28.6 

39.8 

37.9 

40.3 

39.2 

23.1 

37.3 

26.8 

37.0 

Other 

0.2 

0.0 

0.0 

0.9 

0.0 

0.0 

0.0 

0.0 

1.3 

0.3 

0.0 

0.0 

0.0 

0.5 

EXTENDED  MONITORING 

n  ; 

2055 

727 

831 

383 

114 

1063 

609 

168 

194 

1618 

432 

683 

531 

841 

False  Positive 

1.6 

0.3 

1.9 

3.1 

1.8 

0.7 

1.3 

1.2 

7.7 

1.1 

3.5 

1.0 

3.2 

1.0 

Treatment 

Completed 

50.8 

61.9 

45.8 

47.0 

28.1 

54.4 

48.8 

58.9 

34.5 

56.0 

31.7 

60.5 

36.0 

52.2 

Treatment 

Terminated 

6.5 

1 .7 

6.9 

12.5 

14.9 

5.7 

7.7 

4.8 

9.3 

4. 9 

12.5 

7.8 

10.5 

3.0 

Under  Treatment 

6  months  after 

Referred 

13.8 

10.9 

14.8 

14.4 

22.8 

11.8 

16.4 

11.9 

19.6 

11.2 

23.4 

12.0 

16.6 

13.4 

Treatment  not 

Advised 

1.8 

1.7 

1.8 

2.3 

1.8 

2.4 

1.3 

1.8 

1.0 

1.5 

2.3 

0.3 

3.0 

2.4 

Treatment  not 

Available 

0.2 

0.0 

0.2 

0.5 

0.0 

0.1 

0.3 

0.0 

0.5 

0.0 

0.9 

0.0 

0.8 

0.0 

Family  Moved 

6.6 

5.2 

8.2 

4.2 

11.4 

7.1 

4.8 

5.4 

8.8 

6.1 

8.1 

4.4 

8.5 

7.1 

Unable  to  contact 

11.4 

11.7 

12.8 

7.6 

12.3 

12.2 

10.2 

7.1 

8.8 

12.0 

9.3 

9.7 

12.2 

12.2 

Refused  Treatment/ 

Repeated  Appoint 

ment  Failure 

6.7 

5.6 

7.4 

7.3 

6.1 

5.3 

7.8 

8.3 

9.8 

6.5 

7.6 

3.7 

8.3 

8.1 

Other 

0.7 

1.2 

0.1 

1.0 

0.9 

0.5 

1.5 

0.6 

0.0 

0.7 

0.7 

0.7 

0.9 

0.6 

LIMITED  MONITORING 

N 

507 

no 

269 

96 

32 

162 

212 

38 

95 

373 

133 

179 

136 

192 

False  Positive 

1.6 

0.9 

1.5 

2.1 

3.1 

0.0 

2.8 

2.6 

1.1 

1.6 

1.5 

0.6 

4.4 

0.5 

Treatment 

Completed 

46.0 

44.5 

44.6 

49.0 

53.1 

53.1 

49.5 

44.7 

26.3 

51.5 

30.8 

53.6 

40.4 

42.7 

Treatment 

Terminated 

0.8 

0.0 

0.4 

2.1 

3.1 

0.0 

0.5 

0.0 

3.2 

0.3 

2.3 

0.0 

2.9 

0.0 

Under  Treatment 

6  months  after 

Referred 

21.5 

25.5 

17.8 

30.2 

12.5 

22.8 

23.1 

21.1 

15.8 

18.2 

30.8 

20.1 

22.8 

21.9 

Treatment  not 

Advised 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

Treatment  not 

Available 

0.6 

0.0 

1.1 

0.0 

0.0 

0.0 

0.5 

5.3 

0.0 

0.0 

2.3 

0.0 

1.5 

0.5 

Family  Moved 

2.2 

1.8 

1.9 

2.1 

6.3 

0.6 

1.4 

2.6 

6.3 

1.6 

3.8 

2.8 

3.7 

0.5 

Unable  to  contact 

8.9 

8.2 

10.3 

4.2 

9.4 

3.1 

5.7 

13.2 

24.2 

6.7 

14.3 

6.7 

11.0 

9.4 

Refused  Treatment/ 

Repeated  Appoint 

ment  Failure 

17.2 

13.6 

21.6 

10.4 

12.5 

16.7 

16.5 

7.9 

23.2 

18.2 

14.3 

15.1 

11.8 

22.9 

Other 

1.4 

5.5 

0.4 

0.0 

0.0 

3.7 

0.0 

2.6 

0.0 

1.9 

0.0 

1.1 

1.5 

1.6 

TABLE  A -6:    DISTRIBUTION  OF  UNRESOLVED  PROBLEMS 


Control  ECM  LCM 

N  224  237  83 

Onfer  1  24.1  25.3  13.3 

1-6  52.2  45.1  69.9 

7-13  19.6  19.0  8.4 

14-20  4.0  10.5  8.4 

TOTAL  100.0  TOO  100.0 

Provider 

High  Volume  50.0  29.2  7.2 

Low  Volume  26.3  39.3  32.5 

Community  Clinic  7.6  8.2  6.0 

TPCHD  16.1  23.3  54.2 

TOTAL  100.0  100.0  100.0 

To  whom  referred 

STTf  75.9  55.7  48.2 

Other  23.7  44.3  50.6 

TOTAL  TUO  TOO  TOO 

Drop-Out* 

Between  Screen  and  First 

Appointment  73 j  2.1 

At  First  Appointment  5.9  91.7 

After  First  Appointment  16.0  6.3 

TOO  TOO 

ICDA 

Infective  Diseases  and 

.Parasites    1.3  0.4  1.2 

NutritionaT  Deficiencies, 
Endocrine  and 

MetaboVk  Disorders  _  5.4  4.6  2.4 
Hood"  TJiseases  (and"  Flood 

_  formin£  or£ans_   6.3  0.8  2.4 

Mental _Diso_rders_  __ _  9.8  5.9  9.6 
Nervous  System  and 

_  Sense  Onjans   12.5  11.8  9.6 

Ci  rcu 1  atory_  System_   4.0  1.7  1.2 

Re sp jr a t ory_  Sy s_t em_    _  3.6  0.8  0.0 

Dental   4.0  11.0  16.9 

Di £e st jve  Sy st ern^  ot he r  4.0  2.1  0.0 

Gen_i^o^uHn_ary_Sy_stem  _  0.4  1.3  0.0 

Skin   _       _____  2.7  0.4  0.0 

FuscITlosYeTetaT   2.7  0.4  1.2 

BirtTF  Defects.   3.1  6.8  3.6 

Birth  Problems  J  Peri natal )  1.3  0.4  1.2 
Occidents,  Poisoning, 

_  _n_  _i_^l_nc_e_  "   2.2  0.4  1.2 

Imrwmzations    27.7  47.3  43.4 

SIT  other  £ondTtTon_s   8.9  3.8  6.0 

TOO  TOO  TOO 

Status 

Cause  for  Exam  22.8  6.8  15.7 

Found  at  Screen  29.0  31.6  33.7 

Could  be  Either  48.2  61.6  50.6 

TOP  T0"O  TOO 

Closure  Status 

Treatment  not  available  0.4  1.7  3.6 

Family  moved  5.8  26.6  7.2 

Unable  to  contact  23.2  35.9  26.5 

Refused  treatment  70.1  34.2  62.7 

Other  0.4  1.7  0.0 


♦The  first  category  includes  those  who  are  lost  to  follow-up  or  refuse  treatment 
before  scheduling  their  first  appointment  after  screening.    The  second 
category  includes  those  who  schedule  a  first  appointment  but  then  fail  to 
keep  it.    The  final  category  includes  those  who  require  two  or  more  treatment 
visits  after  screening.    These  data  are  only  available  for  the  experimental  group 


TABLE  A-7:    TIME  OF  PROBLEM  RESOLUTION 


otal 

xtended  Monitoring 
i mi ted  Monitoring 

Age 

"nder  1 

-6 

-13 
14-20 

rovider 

High  Volume 
Low  Volume 

ommunity  Clinic 

PCHD 

Individual  Provider 

octor  A 

octor  B 

Doctor  C 

Doctor  D 

octor  E 

octor  F 

octor  G 

Doctor  H 

C  DA 

Infective  Diseases  and 
,  Parasites 
utritional  Deficiencies 
Endocrine  and 
Metabolic  Disorders 
Blood  Diseases  (and  blood 
"  forming  organs) 
ental  Disorders 
ervous  System  and 

Sense  Organs 
Circulatory  System 
espiratory  System 
ental 

Digestive  System,  other 
Geni to-urinary  System 
Skin 

Musculoskeletal 
Birth  Defects 

Birth  Problems  (Perinatal) 
Accidents,  Poisoning, 

and  Violence 
Immunizations 
All  other  conditions 

Status 

Cause  for  Exam 
Found  at  Screen 
Could  be  Either 


CONTROL 


EXPERIMENTAL 


Resolved 


At 

Screen 
51.7% 


Later 
14.2% 


Still  Under 
Treatment 

10.6% 


Not 

Resolved 


23.4% 


Resolved 


At 

Screen 

42.0% 

38.4 
53.3 


First  Visit 

After  Screen  Later 


24.7% 

27.0 
17.8 


10.1 
4.6 


Still  Under 
Treatment 

9.0% 

8.6 
10.3 


Not 

Resolved 


15.4% 

15.9 
14.0 


52.0 

15.3 

13 

l 

49.9 

11.2 

9 

5 

52.4 

17.8 

9 

3 

59.7 

15.8 

n 

5 

19.6  40.4  26.7 

29.4  40.2  24.4 

20.5  45.5  24.6 
12.9  50.7  17.6 


11.1  7.7  14.1 

7.4  9.5  18.5 

8.8  9.8  11.3 

6.2  10.3  15.2 


56.4  12.7  11.2 

50.0  15.3  7.6 

51.3  17.9  1.6 

9.9  23.4  24.6 


19.7  47.4  24.7 

27.1  42.9  23.6 

29.2  27.5  34.3 
42.2  12.5  23.3 


8.0  7.1  12.9 

8.8  10.5  14.1 

11.1  10.0  17.1 

13.4  16.9  33.9 


61.0 

19 

6 

4 

7 

5 

1 

9.7 

13.3 

50 

6 

12 

8 

9 

2 

14.1 

17.3 

28 

3 

13 

9 

11 

0 

29.5 

49.0 

15 

1 

11 

2 

9 

6 

15.1 

56.2 

17 

2 

6 

9 

7 

2 

12.6 

25.7 

36 

2 

9 

8 

12 

3 

15.9 

52.3 

21 

1 

7 

7 

7. 

9 

n.o 

11.8 

26. 

5 

23. 

5 

5. 

9 

32.4 

78.8 
69.2 

50.0 

16.2 
33.0 


81.2 
O.Q 
46.7 
63.0 
78.4 
56.8 
22.2 


70.7 
0.0 
34.3 


9.4 

4.7 

7.1 

62.0 

24.1 

7.0 

2.7 

4.3 

3.9 

10.3 

17.6 

32.8 

17.2 

11.2 

14.9 

23.9 

6.2 

14.6 

29.2 

22.1 

25.3 

13.4 

10.6 

28.6 

9.6 

38.7 

35.4 

27.8 

15.6 

7.3 

30.7 

T8.5 

25.6 

13.8 

27.6 

30.7 

32.7 

11.7 

8.0 

16.9 

33.3 

24.1 

7.4 

11.1 

24.1 

5.9 

4.0 

8.9 

63.6 

22.0 

3.6 

3.5 

7.3 

67.6 

5.9  . 

26.5 

8.6 

23.3 

24.1 

9.5 

34.5 

9.4 

15.7 

28.2 

51.8 

20.5 

10.8 

7.8 

9.0 

23.1 

4.6 

9.3 

51.3 

27.6 

10.9 

3.2 

7.1 

5.4 

0.0 

16.2 

60.2 

26.7 

4.1 

2.1 

7.0 

10.0 

13.3 

19.9 

38.7 

20.0 

8.0 

24.0 

9.3 

24.9 

31.1 

21.8 

24.2 

18.6 

14.9 

24.8 

17.4 

17.5 

22.5 

27.5 

15.0 

17.5 

7.3 

9.8 

12.2 

61.8 

15.7 

4.5 

9.0 

9.0 

32.7 

4.1 

63.3 

0.0 

32.8 

12.4 

13.8 

41.0 

16.4 

12.7 

36.5 

35.5 

23.1 

10.8 

14.0 

16.7 

55.0 
25.1 
35.7 


23.3 
23.1 
27.3 


6.6 
14.5 
8.3 


6.3 
13.9 
9.7 


8.8 
23.5 
19.0 
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TABLE  A-9:    INTERVAL  BETWEEN  SCREEN  AND  FIRST  TREATMENT 
FOR  PROBLEMS  NOT  TREATED  AT  SCREEN 


C  0 

N  T  R  0  L 

EXTENQED  MONITORING 

LIMITED  MONITORING 

Under 

Under 

Under 

60 

Total 

Not 

60  . 

Total 

Not 

60 

Total 

Not 

N 

Days 

Treated 

Treated 

N 

Days 

Treated 

Treated 

N 

Days 

Treated 

Treated 

Total 

465 

38.9 

49.4 

50.5 

758 

47.0 

73.2 

26.8 

229 

45.0 

65.5 

34.5 

Age 

Under  1 

130 

43.8 

56.1 

43.8 

180 

42.8 

72.8 

27.2 

33 

48.5 

66.7 

33.3 

1-6 

2Q2 

26.7 

39.6 

60.4 

341 

47.8 

73.0 

27.0 

135 

40.7 

59.3 

40.7 

7-13 

105 

49,5 

56.2 

43.8 

177 

48.0 

76.B 

23.2 

41 

51.2 

85.4 

14.6 

14-20 

28 

64.3 

64.3 

35.7 

60 

51.7 

65.0 

35.0 

20 

55.0 

65.0 

35.0 

Provider 
High  Volume 
Low  Volume 
Community  Clinic 
TPCHD 

Individual  Provider 
Doctor  A 
Doctor  B 

Doctor  C  ; 
Doctor  D 
Doctor  E 
Doctor  F 
Doctor  G 
Doctor  H 

Referral 
Self 
Other 

I  CPA 

Infective  Diseases 
_  and_  Parasj  tes_  _ 
Nutritional  Deficiencies, 

Endocrine  and 
_  Metabol_i£  Disorders 
blood  Diseases  (and 

blood  forming 

_  onjans_)_  

Mental  _Di  s order s_ 
Wervous  Tystem  and 

_  Sense  Or£an_s  

Circulatory  System 
Re sp i_r atory_  Sy stem 

Dental  

Di  £est  iy  e_,_0ther_ 
Geni  tOHLiri  £a  ry_sy_s  tern 

Skin  

Musculoskeletal.  _ 

Birth  Defects,  

Birth  Problems 

_  perinatal  J  

Accidents,  Poisoning 

_  an£  Violence  

Jjirnu  n_i  za  ti  on  s_  

All  other  conditions 


248 

40. 

7 

52.4 

47 

6 

211 

52 

6 

75.8 

24.2 

25 

48 

0 

72 

0 

28 

0 

111 

31 

5 

44.1 

55 

9 

294 

47 

3 

74.1 

25.9 

97 

51 

5 

75 

3 

24 

7 

29 

37. 

9, 

41.4 

58 

6 

54 

51 

q 

74.1 

25.9 

16 

56 

3 

81 

2 

18 

8 

77 

44 

2 

50.6 

49 

4 

180 

42 

2 

74.4 

25.6 

91 

35 

2 

50 

5 

49 

5 

69 

42.0 

56.5 

43. 

5 

72 

54.2 

76. 

4 

23.6 

88 

43.2 

54.6 

45. 

5 

38 

78.9 

89. 

4 

10.5 

59 

35.6 

42.4 

57. 

6 

41 

43.9 

65. 

9 

34.1 

32 

40.6 

56.2 

43. 

8 

60 

40.0 

73. 

3 

26.7 

69 

23.2 

65. 

2 

34.8 

52 

55.8 

75. 

0 

25.0 

73 

52.1 

74 

0 

26.0 

35 

31.4 

48.5 

51 

4 

305 

29.8 

41.3 

58 

.7 

377 

38.7 

69 

.7 

30.2 

155 

56.1 

64.5 

35 

.5 

380 

55.0 

76 

.6 

23.4 

52  48.1 
67  56.7 


98 
37 


20.4 
29.7 


51.9 
58.2 


34     55.9  73.5 


25     48.0  76.0 


33.7 
43.2 


48.1 
41 .8 

26.5 
24.0 


66.3 
56.8 


49  49.0  75.5  24.5 
116     50.0       80.2  19.8 

71      47.9       67.6  32.4 


51  68.6 


286 
36 


27.3 
63.9 


80.4 


62.6 
80.6 


19.6 


37.4 
19.4 


29  51.7 


101 
127 


37.6 
51.2 


81  29.6 


72.3 


62.4 
68.5 


56.8 


27.6 


37.6 
31.5 


35     57.1       77.1  22.9 


36     41.7       61.1  38.9 


43.2 


Status 

Cause  for  Exam 
Found  at  Screen 
Could  be  Either 


106 
153 
206 


44.3 
45.8 
31.1 


49.1 
56.2 
44.7 


50.9 
43.8 
55.3 


107  70.1 
239  51.0 
412  38.6 


89.7 
74.5 
68.2 


10.3 
25.5 
31.8 


26  38.5 
93  50.5 
110  41.8 


57.7 
71.0 
62.7 


42.3 
29.0 
37.3 


TABLE  A-lO:    IMMUNIZATION  STATUS,  BEFORE  AND  AFTER  SCREEN 


Current  at  Screen  Completion 
Current  Before       Brought  Current 
CONTROL  GROUP 


Total     Additional  Needed 


Total 
Age 

Under  1 

1-  6 

7-13 
14-20  ' 
Provider 
High  Volume 
Low  Volume 
Community  Clinic 
TPCHD 

Total 


Agj. 

Under  1 

1-  6 

7-13 
14-20 
Provider 
High  Volume 
Low  Volume 


1540 

669 
544 
250 
77 

766 
495 
153 
126 

3937** 

1406 
1593 

698 

240 

1571 
1564 


Community  Clinics  415 
TPCHD  348 


44.3 

38.1 
42.6 
57.6 
66.2 

45.7 
37.8 

59.5 
42.9 


47.7 

55.3 
44.7 
38.8 
32.5 

47.8 
50.3 
40.5 
46.0 


EXPERIMENTAL  GROUP 


48.6 

43.1 
45.1 
62.0 
65.0 

46.0 
48.4 
59.5 
44.8 


41.6 

47.8 
42.1 
31.7 
30.4 

47.8 
38.4 
35.7 
39.1 


92.  0 

93.4 
87.3 
96.4 
98.7 

93.5 
88.1 
100.0 

88.9 

90.2 

90.9 
87.2 
93.7 
95.4 

93.8 
86.6 
95.2 
83.9 


8.0 

6.6 
12.7 
3.6 
1.3 

6.5 
11.9 

0.0 
11.1 

9.8 

9.  J 
12.8 
6.  3 
4.  6 

6.  2 
13.  2 

4.8 
16.1 


*0mits  those  with  unknown  immunization  status 
**Includes  39  family  planning  screens 


TABLE  A-ll:  NUMBER  OF  SCREENS  BY  PROVIDER  AND  PROVIDER  GROUP 


Number 

Percent 

Percent 

Number 

of 

of 

of 

of 

Project 

Project 

Provider 

Initial 

Screens 

Screens 

Group 

Screens 

(1) 

(2) 

(3) 

(4) 

High  Volume 

2404 

42. 7% 

100.0% 

1654 

Doctor  A 

1114 

19.8 

46.3 

799 

Doctor  B 

458 

8.1 

19.1 

228 

Doctor  C 

407 

7.2 

16.9 

270 

Doctor  D 

425 

7.5 

17.7 

357 

Low  Volume 

2116 

37.6% 

100.0% 

1434 

Doctor  E 

427 

7.6 

20.2 

262 

Doctor  F 

374 

6.6 

17.7 

259 

Doctor  G 

321 

5.7 

15.2 

200 

Doctor  H 

231 

4.1 

10.9 

151 

Doctor  I 

166 

2.9 

7.8 

105 

Doctor  J 

128 

2.3 

6.0 

85 

Doctor  K 

116 

2.1 

5.5 

80 

Others 

353 

6.2 

16.7 

292 

Community  Clinics 

569 

10.1% 

1  Art  r\Qi 

100.0% 

453 

CMCS  (Hilltop) 

486 

8.6 

85.4 

374 

Easts ide 

56 

1.0 

9.8 

55 

Key  Peninsula 

27 

0.5 

4.7 

24 

TPCHD 

493 

8.8% 

100.0% 

419 

Family  Planning 

5J_ 

0.9% 

100.0% 

48 

TOTAL 

5633 

100.0% 

100.0% 
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TABLE  A- 13:  DISTRIBUTION  OF  TOTAL  AND  INITIAL  SCREENS 


BY  AGE  AT  SCREENING  AND  PROVIDER  TYPE 


Provider  Type/ 
Screen  Sequence 

Total  Under  1  1-6  7-13  14-20 


Total  Screens 

No. 

% 

No. 

% 

No. 

e 

1 

No. 

% 

No. 

% 

All  Providers 

5633 

100. 

,0% 

2088 

37.1% 

2187 

38. 

.8% 

1004 

17. 

,8% 

354 

6.3' 

High  Volume 

2404 

100. 

0 

915 

38.1 

894 

37. 

,2 

461 

19. 

2 

134 

5.6 

1  nu  Vnl  i imp 

LUW    V  U  1  UllIC 

2116 

100. 

,  0 

952 

45.0 

753 

35 

*J*J  • 

■J  C  J 

15 

3  9 

Community 
CI inics 

569 

100. 

0 

130 

22.8 

313 

55. 

0 

100 

17. 

6 

26 

4.6 

TPCHD 

493 

100. 

0 

91 

18.5 

227 

46. 

0 

114 

23. 

1 

61 

12.4 

Initial  Screens 

All  Providers 

4008 

100. 

0 

1117 

27.9 

1677 

41. 

8 

902 

22. 

5 

312 

7.8 

High  Volume 

1654 

100. 

0 

468 

28.3 

676 

40. 

9 

399 

24. 

1 

111 

6.7 

Low  Volume 

1434 

100. 

0 

495 

34.5 

561 

39. 

1 

305 

21. 

3 

73 

5.1 

Community 
Clinics 

453 

100. 

0 

88 

19.4 

248 

54. 

7 

94 

20. 

8 

23 

5.1 

TPCHD 

419 

100. 

0 

66 

15.8 

192 

45. 

8 

104 

24. 

8 

57 

13.6 

TABLE  A-14:  DISTRIBUTION  OF  SCREENS,  BY  PROVIDER  TYPE  AND  ETHNICITY 

PROVIDER  TYPE 


Total 

Hi  ah 
Vol ume 

I  nw 

Vol ume 

Trimmi  in  i  +"\/ 

CI inics 

TPCHD 

M* 

JUOl 

C\JC  l 

C\JCC 

47/ 

White 

66.7% 

68.  5% 

66.6% 

53.1% 

75.3% 

Black 

23.5% 

22.4% 

26.2% 

26.3% 

13.6% 

Asian 

3.2% 

2.5% 

1.1% 

13.3% 

3.1% 

Native 
American 

1.5% 

1.2% 

1.3% 

2.2% 

2.3% 

Mexican 
Ameri  can 

1.3% 

1.2% 

1.2% 

2.2% 

0.6% 

Other 

3.9% 
100.0% 

4.2% 
100.0% 

3.6% 
100.0% 

3.1% 
100.0% 

5.0% 
100.0% 

*Excludes  those  with  unknown  ethnicity. 
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TABLE  A- 16:  NUMBER  OF  SCREENS  PER  MONTH:  PROJECT, 
PIERCE  COUNTY  TOTAL,  STATE  TOTAL 


1977 

Project* 

County** 

State** 

June 

oon 
ic.\j 

CIO 

D  1 1 

o  A  a  r\ 

2449 

Ju  ly 

404 

871 

3054 

August 

ooo 
3  bo 

1 358 

4896 

September 

0  OA 

384 

1  AH/" 

1096 

3872 

October 

o  a  r\ 

340 

1  TAT 

1593 

5879 

November 

007 

8o0 

or 

3425 

December 

c\Jo 

1  1  CO 

1 1 52 

4654 

1  Q7Q 

i  y /o 

January 

324 

829 

3066 

February 

221 

881 

3102 

March 

231 

1216 

4943 

April 

226 

965 

4020 

1*1  ay 

OOQ 

OOD/ 

June 

007 

CC.O 

1  UbU 

4b/  1 

July 

224 

758 

3365 

August 

222 

746 

3357 

oep temuer 

LUU 

1  1  U  1 

October 

261 

988 

3999 

November 

185 

986 

3659 

December 

175 

1338 

4  O  1  o 

1979 

January 

193 

830 

o  enc 
JbUb 

February 

148 

882 

2740 

March 

142 

1578 

DU  J/ 

Project  Screens  As  a 

Proportion  of  County  and  State  Screens*** 

July-September  1977 

29.1 

8.0 

October-December 

1977 

29.5 

7.6 

January-March  1978 

25.3 

6.4 

April -June  1978 

24.2 

5.7 

July-September  1978 

25.1 

5.9 

October-December 

1978 

19.7 

5.2 

January-March  1979 

18.8 

3.9 

*Dates  are  those  when  screen  occurred. 

**Dates  are  when  screens  were  reported  to  the  state. 

***Assumes  one  month  lag  between  date  of  screen  and  date  of  billing. 


TABLE  A-17:    PROJECT  AND  NON-PROJECT  RESCREENS,  BY  VARIOUS  CHARACTERISTICS 


PROPORTION 

PROJECT  NON-PROJECT        NON- PROJECT 


Total 

1625 

1497 

/in  Ao/ 

48. 0% 

Control 

603 

444 

42 . 4 

Experimental 

1022 

1053 

50. 7 

Age 

Under  1 

971 

765 

44.1 

1  -6 

510 

594 

53  8 

7-1 3 

in? 

1  1  1 

1    1  1 

52  1 

14-20 

1  T  few 

42 

27 

39  1 

pKnv  i  Hp 

I-i  i  nh  Vo  1 1  imp 

/  JU 

544. 

4?  0 

I  nw  Vol  MiTiP 

L.UVY    V  U  I  UIIIC 

56? 

JUL 

45  ? 

tJ  •  Cm 

rnrnnii jn ifv  Plinir^ 

116 

144 

55  4 

TPCHD 

74 

11 

12.9 

Non-Project 

0 

236 

100.0 

Individual  Pvnviupr^ 

ilnrtor  A 

315 

93 

22  8 

Dnrfcir  R 

230 

Q3 

?8  8 

Doctor  C 

137 

105 

43  4 

nor+ov  D 

68 

?53 

78  8 

ilorfor  f- 

1 65 

1  ?4 

4?  9 

Dnrtrir  F 

1 1  5 

1   1  -J 

5? 

31  1 

UUU LU I  U 

1  ?1 

JO 

Doctor  H 

80 

137 

63. 1 

Quarter 

June-August,  1977 

107 

43 

28.7 

September-November,  1977 

281 

112 

28.5 

December,  1977- 

February,  1978 

233 

213 

47.8 

March-May,  1978 

221 

224 

50.3 

June-August,  1978 

254 

243 

48.9 

September-November,  1978 

269 

255 

48.7 

December,  1978- 

February,  1979 

186 

134 

49.7 

TABLE  A-  18:  PROPORTION  OF  SCREENS  WITH  PROBLEMS,  AND  MEAN  NUMBER  OF  PROBLEMS 


PER  SCREEN ,  BY  VARIOUS  CLIENT  CHARACTERISTICS 


Proportion 

With  Problems  Problems  per  Screen 

N         Excluding     Including  Excluding     Including  Mean 

Immun-         Immun-  Immun-         Immun-  Healthiness 


ization 

ization 

ization 

ization 

Ratin 

(1 ) 

(2) 

(3) 

h) 

m 

/  c 

Total 

30.3*3 

fi^  4? 

OJ  B  J  /o 

0  97 

i . 

A  O 

48 

/. 

oy 

Control  GrouD 

13/*+ 

61  4 

85  6 

0  9? 

1  , 

A  "7 

47 

7 

70 
/ £ 

ExDpri mentali  Grouo 

U  A  U  t  1     |  lll&l  1  WU  II      VJ  1    V  U  (J 

*+U3  J 

64  1 

n  99 

1  , 

A  ft 

49 

7 

C  0 

oo 

n  uy  i uci    ui  uup 

Hi nh  Vnl ump 

t&.*+U*+ 

ai  s 

94  4 

1 .34 

1. 

86 

7. 

61 

Low  Volume 

2116 

50.9 

78.0 

0.71 

1 

24 

7. 

63 

Community  Clinics 

569 

46.1 

71.1 

0.63 

1 

U4 

7 

36 

TPCHD 

493 

49.5 

76. 1 

0.74 

1 

OQ 

CO 

7 
/  . 

K7 

1NU  I  V  1  UUd  1    ri  uv  1  Uci  i> 

uoctor  M 

QQ  1 

QQ  5 

1  56 

1   e  JU 

1 

98 

7. 

66 

Doctor  B 

458 

79.1 

89.4 

1.53 

1 

96 

7. 

57 

Doctor  C 

407 

44.8 

88.5 

0.63 

i 

O.Q 

JO 

7 

43 

flnrtnr  H 

4?  5 
*itj 

75  1 

1 .20 

1 

89 

7 

ftft 

uoctor  t 

5ft  o. 

JO.  -J 

ftl  7 

Ola/ 

0  76 

1 

29 

6. 

50 

Doctor  F 

374 

55.3 

79.6 

0.71 

1 

20 

8. 

18 

Doctor  G 

321 

78.5 

89.7 

1 .37 

1 

91 

7. 

50 

Doctor  H 

231 

34.7 

72.8 

0.45 

u 

QQ 

a 

o . 

51 

Mge  uroup 

i 

64 

Under  1 

2088 

59.5 

85.0 

0.87 

7. 

1-6 

2187 

64.4 

85.4 

1.00 

1 

54 

7 

HO 

7   1  "3 
/-  1  0 

1  UUD 

DO .  O 

SI  1 

1 . 09 

1 

46 

7. 

70 

14-20 

353 

66.3 

75.4 

1  ".08 

1 

39 

7 

79 

Sequence 

1 

48 

57 

Initial 

4008 

63.8 

82.5 

0.99 

7 

ouusequcn l 

1625 

62.5 

87.4 

0.92 

1 

50 

7. 

63 

uruup  uy  oequcnce 

Control 

1 

47 

*+/ 

66 

-  Initial 

971 

62.3 

84.4 

0.94 

7 

—  -jUubcc|Ucn  l 

603 

60.0 

87.5 

0.89 

1 

46 

7 

83 

Experimental 
-  Initial 

3037 

64!  2 

SI  1 8 

1.01 

1 

.59 

7 

53 

-  Subsequent 

1022 

63.9 

87.3 

0.94 

1 

.52 

7 

51 

Providers  by  Sequence 

High  Volume 

1 

.  0  1 

55 

-  Initial 

XIII  1*  1  Q  1 

1654 

83.1 

94.3 

1.37 

7 

-  Subsequent 

/  OU 

7ft  ft 

94  5 

1 .26 

.1 

.81 

7 

7"3 

Low  Volume 

1 

on 
.  cv 

64 

-  Initial 

1434 

51.2 

75.0 

0.74 

7 

-  Subsequent 

682 

50.2 

84.4 

0.66 

1 

.31 

7 

0-7 

Community  Clinics 

0.63 

1 

i".o 
.  03 

40 

-  Initial 

ill  1  If  |U  1 

453 

45.2 

69.3 

7 

-  Subsequent 

116 

49.1 

77.5 

0.64 

1 

.05 

7 
l 

?n 

L  J 

TPCHD 

1 

.35 

52 

-  Initial 

—  initial 

419 

52.6 

78.9 

0.80 

7 

-  Subsequent 

74 

32.4 

60.8 

0.43 

0 

.85 

7 

88 

Anp  firfttin  h  v  'son i lonrp 

Under  1 

1 

.36 

58 

-  Initial 

1117 

59.2 

81.3 

0.85 

7 

-  Subsequent 
1-6 

-  Initial 

971 

59.8 

89.3 

0.89 

1 

.55 

7 

70 

1677 

64.3 

85.1 

1.00 

1 

.56 

7 

46 

-  Subsequent 

510 

64.5 

86.1 

0.98 

1 

.49 

7 

41 

7-13 
-  Initial 

903 

67.4 

81.0 

1.10 

1 

.48 

7 

68 

-  Subsequent 

102 

75.4 

81.3 

0.99 

1 

.23 

7 

88 

14-20 

-  Initial 

-  Subsequent 

311 
42 

65.9 
69.0 

75.2 
76.1 

1.10 
0.90 

1 
1 

.43 
.05 
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8. 
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TABLE  A-21:    PERCENTAGE  OF  CERTAIN  SCREENS  REPORTING  ABNORMAL  CONDITIONS, 

BY  PROVIDER  TYPE 


All  High  Low  Community 

Providers  Volume         Volume        Clinics  TPCHD 

~N      T  %        N      %       N      %        N  % 


Blood  Pressure  ( 1 ) 

2421 

0.2 

1064 

0. 

2 

787 

0. 

0 

261 

0. 

0 

309 

1.0 

TB  Skin  Test  (2) 

3494 

0.1 

1489 

0. 

1 

1164 

0. 

2 

439 

0. 

5 

402 

0.0 

Sickle  Cell  (3) 

788 

1.5 

296 

2. 

4 

319 

1. 

6 

115 

0. 

0 

58 

0.0 

Pap  Test  (4) 

139 

0.0 

51 

0. 

0 

39 

0. 

0 

16 

0. 

0 

33 

0.0 

PKU  (5) 

1117 

0.0 

468 

0. 

0 

495 

0. 

0 

88 

0. 

0 

66 

0.0 

Dental  (1) 

2421 

6.2 

1064 

4. 

3 

787 

4. 

3 

261 

3. 

1 

309 

18.9 

-  Hygienist 

50 

56.0 

0 

5 

60. 

0 

0 

45 

55.6 

-  Other 

2371 

4.9 

1064 

4. 

2 

782 

4. 

0 

261 

3. 

1 

264 

11.7 

Vision  (6) 

2145 

3.9 

951 

3. 

0 

711 

2. 

8 

214 

0. 

9 

269 

12.3 

Notes 

1.  Age  3  and  over. 

2.  Age  1  and  over. 

3.  Blacks,  initial  screens  only. 

4.  Girls  14  and  over. 

5.  Infants,  initial  screen  only. 

6.  Age  4  and  over. 


TABLE  A-22:    PROBLEMS  FOUND  AT  SCREEN  BY  WHETHER  THEY  WERE 


LIKELY  TO  HAVE  CAUSED  THE  OFFICE  VISIT  AT  WHICH  SCREENING 
OCCURRED* 


N 


Total  4395 
Provider  Group 

High  Volume  2314 

Low  Volume  1429 

Community  Clinics  284 

TPCHD  329 

Individual  Providers 

Doctor  A  1320 

Doctor  B  396 

Doctor  C  176 

Doctor  D  422 

Doctor  E  351 

Doctor  F  280 

Doctor  G  423 

Doctor  H  34 

Age  Group 

Under  1  1397 

1-6  1826 

7-13  871 

14-20  301 

Sequence 

Initial  3349 

Subsequent                <■  1046 

Providers  by  Sequence 

High  Volume 

Initial  1747 

Subsequent  567 

Low  Volume 

Initial  1019 

Subsequent  410 

Community  Clinics 

Initial  237 

Subsequent  47 

TPCHD 

Initial  308 

Subsequent  21 

Age  Group  by  Sequence 
Under  1 

Initial  767 

Subsequent  630 

1-6 

Initial  I486 

Subsequent  340 

7-13 

Initial  815 

Subsequent  56 

14-20 

Initial  281 

Subsequent  20 


Cause 

Found 

Could 

for 

at 

be 

Exam 

Screen 

Either 

43.3 

20.2 

36.5 

48.9 

16.6 

34.5 

42.1 

17.8 

40.1 

39.1 

27.1 

33.8 

15.8 

46.5 

37.7 

59.8 

7.7 

32.6 

39.9 

18.4 

41 .7 

42.0 

36.4 

21.6 

26.1 

34.6 

39.3 

48°  7 

9.1 

42^2 

41.1 

17.5 

41.4 

42.6 

20.1 

37.4 

29.4 

20.6 

50.0 

36.5 

11  9 

J  1  tU 

43  .'9 

21.°  7 

34.4 

Of  0 

11 .  c 

iZ.  b 

50.5 

29.2 

20.3 

43.0 

23.2 

33.8 

44.2 

10.6 

45.2 

49.4 

18.7 

31.9 

47.3 

10.2 

42.5 

42.5 

21.0 

36.5 

41 .2 

9.8 

49.0 

37.1 

29.5 

33.3 

48.9 

14.9 

36.2 

16.2 

47.7 

36.0 

9.5 

28.6 

61.9 

34.8 

14.6 

50.6 

38.6 

8.6 

52.9 

42.9 

23.6 

33.5 

48.2 

13.5 

38.2 

48.8 

28.0 

23.2 

71.4 

16.1 

12.5 

48.8 

30.6 

20.6 

75.0 

10.0 

15.0 

•Per  post-hoc  judgement  of  project  staff.  See  text.  Table  includes 
experimental  screens  only. 


TABLE  A-23:    MEAN  NUMBER  OF  PROBLEMS  PER  SCREEN, 
BY  WHETHER  OR  NOT  PROBLEM  MOTIVATED  OFFICE  VISIT* 


Total 


Excluding  Problems 
All  that  Definitely 

N  Problems        Motivated  Visit 

4059  0.99  0.52 


Excluding  Problems 
that  Definitely  or 
Possibly  Motivated 
 Visit 

0.22 


Provider  Group 
High  Volume 
Low  Volume 
Community  Clinics 
TPCHD 


1613 
1614 
415 
366 


1.37 
0.76 
0.64 
0.75 


0.67 
0.39 
0.37 
0.60 


0.24 
0.16 
0.19 
0.42 


Individual  Providers 
Doctor  A 
Doctor  B 
Doctor 
Doctor 


C 
D 

Doctor  E 


Doctor 
Doctor 


Doctor  H 


805 
236 
252 
320 
344 
339 
283 
63 


1.59 
1.66 
0.63 
1.21 
0.78 
0.71 
1.39 
0.46 


0.61 
0.99 
0.34 
0.87 
0.29 
0.37 
0.75 
0.30 


13 
31 
25 
46 


0.09 
0.14 


30 
11 


Age  Group 
Under  1 
1-6 
7-13 
14-20 


1416 
1631 
739 
273 


0.90 
1.00 
1.12 
1.06 


0.54 
0.50 
0.53 
0.51 


0.12 
0.24 
0.32 
0.32 


Sequence 

Initial 

Subsequent 

Providers  by  Sequence 
High  Volume 

-  Initial 

-  Subsequent 
Low  Volume 

-  Initial 

-  Subsequent 
Community  Clinics 

-  Initial 

-  Subsequent 
TPCHD 

-  Initial 

-  Subsequent 

Age  Group  by  Sequence 
Under  1 

-  Initial 

-  Subsequent 
1-6 

-  Initial 

-  Subsequent 
7-13 

-  Initial 

-  Subsequent 
14-20 

-  Initial 

-  Subsequent 


3037 
1022 


1184 
429 

1144 
470 

340 
75 

321 
45 


795 
621 

1310 
321 

682 
57 

250 
23 


1.01 
0.93 


1.41 
1.28 

0.77 
0.73 

0.64 
0.61 

0.76 
0.33 


0.87 
0.93 


01 
94 


1.13 
0.95 

1.08 
0.87 


0.53 
0.48 


0.68 
0.66 

0.39 
0.37 

0.38 
0.31 

0.65 
0.29 


0.53 
0.54 

0.52 
0.43 

0.55 
0.25 

0.53 
0.22 


0.26 
0.11 


0.28 
0.14 

0.19 
0.09 

0.21 
0.09 

0.43 
0.13 


0.14 
0.09 

0.27 
0.14 

0.33 
0.16 

0.34 
0.09 


♦Experimental  screens;  excludes  immunizations. 
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TABLE  A- 26:    TO  WHOM  REFERRED* 


REFERRED  TO: 


Control  Group 

N 

1 

belf 

Total 

Medical 
Doctor 

Ophthal- 
Dentist  mologist 

Group/  Speci al- 
Foster  ist 
Home  doctor 

Speci. 
ist 
CI  ini< 

Total 

466 

00 

33.3% 

3.4% 

/  .  1  h 

C .  0,-o 

fi  Q0/ 

o .  y  * 

7  7°/ 

5.2! 

Experimental  Group 

Total 

2564 

77 

7 

22.3 

3.8 

A  7 
H.J 

9  ft 
CO 

9  9 

C  Q 

o.  y 

3.4 

Aqe 

■r 

Under  1 

834 

90. 

,3 

9.7 

3.0 

0.0 

0.5 

0.2 

5.4 

0  6 

1-6 

1099 

77 

7 

22.3 

4.4 

fi  1 

i. .  c 

1  A 

fi  d 

3.9 

7-13 

479 

fid 

•3 

i  0 

35.7 

3.1 

ft  A 

fi  Q 
O .  y 

a  n 
h.  u 

7  fi 

5.8 

14-20 

152 

fin 

ou. 

n 

.  u 

50.0 

5.9 

Q  Q 
y  •  y 

7  Q 

1  "3  9 

fi  fi 

6.6 

Provider 

High  Volume 

1220 

c 

>  D 

9.4 

0.2 

1  fi 
1  .  O 

1  A 

n  a 

A  A 
H.  ff 

1 .0 

Low  Volume 

820 

7Q 

/  y . 

a 
.  o 

20.2 

0.6 

?  fi 

O.J 

1  c 
1  •  O 

7  7 

3.7 

Community  Clinics 

206 

69. 

,9 

30. 1 

n  .2 

2.4 

1.9 

1.9 

8.3 

4.4 

TPCHD 

289 

29. 

,1 

70.9 

22.5 

16.3 

7.3 

7.6 

5.2 

12.1 

Individual  Provider 

Doctor  A 

518 

.  t\ 

6.8 

0.0 

9  1 

n  fi 

U  .  H 

n  a 

9  fi 

0.8 

Doctor  B 

340 

94 

1 

5.9 

0.0 

n  n 

n  fi 

n  t 

il  7 

0.3 

Doctor  C 

146 

n 

.  u 

10.9 

0.7 

?  7 

Cm*  1 

?  7 

n  n 

A  ft 

0.0 

Doctor  D 

216 

79 

fi 

20.3 

0.5 

C  •  J 

"?  7 

9  "3 
C  •  0 

ft  "3 

3.2 

Doctor  E 

155 

on 

■5 

.  J 

9.7 

0.0 

1  •  o 

n  n 

u .  u 

n  n 

u . u 

■3  Q 

4.5 

Doctor  F 

207 

87. 

,0 

13.0 

0.0 

4.3 

1 . 9 

0. 5 

fi 

1.0 

Doctor  G 

205 

71 . 

2 

28.9 

0.0 

5.4 

6.3 

?  n 

5.9 

ICDA 

Infective  Diseases 

and  Parasites 

72 

88. 

,9 

n.i 

5.6 

0.0 

0.0 

0.0 

1 .4 

4.2 

Nutritional  Deficiencies, 

Endocrine  and 

Metabolic  Disorders 

95 

7fl 

Q 

J 

21.1 

4.2 

n  n 

u  •  u 

n  n 

u .  u 

i  n  fi 

n  n 
u.  u 

6.3 

Blood  Diseases  and 

blood  forming 

onjans 

170 

Qfi 

•5 

4.7 

4.1 

n  n 

u.  u 

n  n 

u.  u 

n  fi 

n  n 
u.  u 

0.0 

Mental  Disorders 

147 

CA 

54. 

4 

45.6 

6.8 

0.0 

0.  O 

19. 0 

4. 1 

15.6 

Nervous  system  and 

_  Sense_  Orcjams  _ 

431 

67 

fi 

32.5 

4.4 

n  ? 

14  ft 

n  9 

U.J 

7  A 

4.6 

Ci£cU1at(>ry_  System  

37 

ai 

.  1 

1ft  Q 

1  O.  J 

in  s 

1  u.  o 

n  n 

u.u 

n  n 

u  •  u 

?  7 

Respiratory  System 

389 

Q? 

c 

3 

7.5 

3.6 

n  n 
u.  u 

fi  fi 
u.  u 

n  n 
u .  u 

J  *  0 

0.3 

Dental 

no 

1 

O 
O 

98.2 

o'.o 

70.  C 

fi  fi 

U  e  u 

n  n 
u.  u 

fi  fi 

0.0 

Digestive,  Other 

82 

78! 

0 

22.0 

4.9 

0.0 

0.0 

1.2 

15.9 

0.0 

Ge  ni  to  4J  ri  n.a  ry_Siy_s  t_em 

79 

77. 

2 

22.6 

1.3 

0.0 

0.0 

0.0 

20.3 

1 .3 

Skin 

206 

Qd 

7 

5.3 

3.9 

n  n 

n  n 

n  fi 

n  fi 

Urn  3 

0.5 

Musculoskeletal 

46 

fin 
ou. 

Q 

y 

39.1 

0.0 

n  n 

n  n 

n  n 

1  Q  fi 

19.6 

Birth"  Defects,  

_  121 

dQ 

ny . 

.  0 

50.4 

3.3 

n  a 

n  ft 
u.  0 

n  n 
u.u 

7A  7 

10.7 

Birth  ProbTems 

jPeri natal 

33 

93. 

9 

6.1 

6.1 

0.0 

0.0 

0.0 

0.0 

0.0 

Accidents,  Poisoning 

and  Violence 

34 

61. 

8 

38.2 

5.9 

2.9 

14.7 

5.9 

5.9 

2.9 

Immunizations 

384 

96. 

6 

3.4 

0.3 

0.0 

0.0 

2.1 

0.3 

0.8 

All  other  conditions 

128 

75. 

0 

25.0 

10.2 

0.0 

2.3 

0.8 

8.6 

3.1 

ICDA  Status 

Cause  for  Exam 

864 

85. 

4 

14.6 

3.8 

0.3 

0.6 

2.1 

5.2 

2.5 

Found  at  Screen 

667 

55. 

9 

44.1 

4.3 

16.2 

9.9 

2.5 

4.9 

6.1 

Could  be  Either 

1033 

85. 

2 

14.8 

3.4 

0.0 

0.2 

2.0 

7.0 

2.2 

*Experi mental  problems  only,  except  where  indicated 


TABLE  A- 27:    DEGREE  OF  CASE  MONITORING  REQUIRED  FOR  REFERRED  PROBLEMS 


LCM  SAME  AS  ECM 

Treat- 
Only  ment 
One        Unable  not 


LCM  DIFFERENT 


Missed 
First 


Addi- 
tional 


Number  of 
Treatments 


N 

Total 

Visit  to 
Needed2  Contact3 

Avail- 
able4 

Refused^ 

Total 

Appoint- 
ment 

Visits 
Required" 

Required 
1  2+ 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

(7) 

(8) 

(9) 

(10) 

(11 ) 

Total 

2482 

63.7 

46.4 

13.4 

0.4 

3.5 

36.3 

6.8 

29.5 

16 

5 

83.5 

Actually  Received  ECM 

2012 

66.8 

47.4 

14.9 

0.3 

4.2 

33.2 

3.8 

29.4 

15 

9 

84.1 

Actually  Received  LCM 

470 

50.7 

41.9 

7.0 

0.9 

0.9 

49.4 

19.6" 

29.8 

19 

0 

81.0 

Age 

90.1 

Under  l 

811 

63.2 

46.6 

12.8 

0. 6 

3.2 

36.8 

4.6 

32.2 

9 

9 

1-6 

1066 

64.2 

44.6 

15.6 

0.4 

3.6 

35.9 

9.0 

26.9 

1 8 

6 

81.4 

7-13 

472 

61.8 

48.9 

8.7 

0.2 

4.0 

38.1 

5.9 

32.2 

20 

2 

79.8 

14-20 

133 

70.7 

50.4 

16.5 

0.0 

3.8 

29.4 

5.3 

24.1 

27 

5 

72.5 

Provider 

High  Volume 

1204 

68.2 

49.5 

14.7 

0.5 

3.5 

31.8 

4.0 

27.8 

7 

6 

92.4 

Low  Volume 

789 

59.8 

45.8 

10.4 

0.4 

3.2 

40.3 

8.1 

32.2 

22 

1 

77.  9 

Community  Clinics 

199 

65.3 

50.3 

9.0 

0.5 

5.5 

34.6 

7.5 

27.1 

13 

4 

86.6 

TDrun 

CI  1 

CA  1 

54.  I 

33.2 

17.3 

0. 0 

3.6 

45.8 

14.4 

31 .4 

to 

A 
4 

53.6 

Individual  Provider 

Doctor  A 

505 

72.9 

54.7 

15.6 

0.4 

2.2 

27.1 

5.5 

21.6 

6 

6 

93.4 

Doctor  B 

342 

73.4 

58.5 

11.7 

0.6 

2.6 

26.6 

1.2 

25.4 

4 

8 

95.2 

Doctor  C 

145 

63.4 

35.9 

23.4 

0.0 

4.1 

36.6 

2.8 

33.8 

8 

7 

91 .3 

Doctor  D 

212 

51.8 

32.1 

11.3 

0.9 

7.5 

48.2 

5.7 

42.5 

14 

3 

85.7 

Doctor  E 

148 

57.4 

43.2 

8.8 

0.0 

5.4 

42.6 

11.5 

31.1 

29 

2 

70.8 

Doctor  F 

202 

63.9 

52.0 

10.4 

0.0 

1.5 

36.1 

7.9 

28.2 

19 

6 

80.7 

Doctor  G 

193 

60.5 

49.7 

6.7 

1.0 

3.1 

39.4 

8.8 

30.6 

19. 

9 

80.1 

To  Whom  Referred 

Self 

1942 

68.2 

51.2 

13.4 

0.4 

3.2 

31.7 

6.8 

24.9 

11 

6 

88.4 

Other 

537 

47.1 

29.1 

12.8 

0.4 

4.8 

52.9 

6.7 

46.2 

35 

1 

64.9 

I  CPA 

Infective  Diseases  and 

_  Parasites,   70      71.4     64.3        5.7  0.0 

Nutritional  uef iciencies 
Endocrine  and 

Metabolic.  p_is_orders_  _ 
FlooB"  TJiseases  (and" 

b1ood_  f_orming_  org_ansJ_ 

Kenta_l_Dis£rders_  

Nervous  System  and 

_  leIlss.  Organs  

Circulatory  System  

£espi_ra_to_ry_  _Sy_stem  

Denta.1  

D_i£es_tive_,_Other_  

£em_t02.UHnar^_Sy_stem  _ 

Skin  

Muse  u.1  os  ke]e  ta  1  

B_i  rth  Defects.  

Birth  Pr£bJ_ems_(£en natal) 
Occidents,  Poisoning 

_  and.  ViolerKe  

Irnmum'zatioiTS  

fflj  other  conditions  

Status 

Cause  for  Exam  838  68.9  55.4  11.0  0.7 

Found  at  Screen  641  56.1  34.9  15.6  0.6 

Could  be  Either  1003  64.4  46.2  14.1  0.0 


1.4 


28.5 


1.4 


1.8 
5.0 
4.1 


31.2 
43.9 
35.7 


4.8 
6.1 
8.9 


27.1 


26.4 
37.8 
26.8 


12.5  87.5 


91 

58.3 

33 

0 

17.6 

0.0 

7.7 

41 

.8 

3.3 

38 

.5 

11.9 

88.1 

167 

58 

1 

34 

1 

17.4 

1.2 

5.4 

41 

9 

5.4 

36.5 

1.6 

98.4 

144 

46 

6 

29 

2 

13.9 

0.7 

2.8 

53 

5 

6.3 

47 

2 

7.1 

92.9 

416 

66 

3 

50 

0 

13.9 

0.0 

2.4 

33 

6 

6.0 

27 

6 

18.5 

81.5 

36 

75 

1 

41 

7 

30.6 

0.0 

2.8 

25 

0 

0.0 

25 

0 

33.3 

66.7 

381 

76 

0 

61 

7 

11.5 

1.0 

1.8 

23 

9 

4.7 

19 

2 

4.0 

96.0 

103 

54 

4 

29 

1 

16.5 

1.0 

7.8 

45 

6 

9.7 

35 

9 

43.1 

56.9 

81 

59 

2 

43 

2 

12.3 

0.0 

3.7 

40 

7 

3.7 

37 

0 

10.4 

89.6 

78 

71 

9 

60 

3 

9.0 

1.3 

1.3 

28 

2 

6.4 

21 

8 

10.3 

89.7 

203 

83. 

7 

71 

4 

10.8 

0.0 

1.5 

16 

2 

4.4 

11 

8 

3.4 

96.6 

46 

49. 

9 

41 

3 

4.3 

0.0 

4.3 

50 

0 

6.5 

43 

5 

22.0 

78.0 

117 

42. 

7 

29 

9 

8.5 

0.0 

4.3 

57. 

3 

6.0 

51 

3 

11.6 

88.4 

32 

43. 

7 

28. 

1 

12.5 

0.0 

3.1 

56 

3 

6.3 

50 

0 

0.0 

100.0 

31 

61. 

3 

48. 

4 

12.9 

0.0 

0.0 

38. 

7 

0.0 

38. 

7 

23.1 

76.9 

367 

58.6 

36. 

0 

16.1 

0.0 

6.5 

41. 

4 

16.1 

25. 

3 

55.3 

44.7 

119 

58. 

8 

43. 

7 

13.4 

0.0 

1.7 

40. 

3 

4.2 

36. 

1 

11.6 

88.4 

6.8  93.2 
21.2  78.8 
22.7  77.3 


Excludes  problems  where  status  could  not  be  determined  (project's  code   4  ). 
"Child  reached  first  appointment  after  screen  and  did  not  require  further  treatment. 
^Includes  problems  closed  as  "family  moved",  "unable  to  contact",  or  "other". 

This  category  primarily  includes  clients  who  were  actually  not  eligible  for  either  EPSDT  or  treatment. 

^Includes  those  who  missed  their  appointment  as  originally  scheduled.    Many  of  these  scheduled  and  reached 
a  subsequent  appointment. 

5 

Child  reached  first  appointment  but  additional  visits  were  needed. 


TABLE  A-28:    DEGREE  OF  CASE  MONITORING  REQUIRED  FOR  TOTAL  PROBLEMS 


 LCM  SAME  AS  ECM  

Treat- 

Fully    Only  ment 
•  Treated    One      Unable  Not 

at       Visit      to        Avail - 
N       Total    Screen  Needed    Contact     able  Refused 

ttt  ~W~  Htn  u) — m  ffi — m— 


Total 

4307 

79 

5 

42 

9 

26 

7 

7. 

7 

0.2 

2. 

0 

Actually  received  ECM 

3271 

79 

7 

38 

5 

29 

2 

9. 

2 

0.2 

2. 

6 

Actually  received  LCM 

1036 

77 

6 

• 

54 

6 

.  ^< 

0 

3. 

2 

0.4 

.  0. 

4 

Age 

Under  1 

1371 

78 

3 

40 

8 

27 

6 

7. 

6 

0.4 

1 . 

9 

1-6 

1792 

78 

6 

40 

5 

26 

5 

9. 

3 

0.2 

2. 

1 

7-13 

864 

79 

1 

45 

4 

26 

7 

4. 

7 

0.1 

2. 

2 

14-20 

280 

86 

1 

52 

5 

23 

9 

7. 

9 

0.0 

1. 

8 

Provider 

High  Volume 

2293 

83 

3 

47 

5 

26 

0 

7. 

7 

0.3 

1 . 

8 

Low  Volume 

1397 

77 

2 

43 

5 

25 

8 

5. 

y 

0.2 

1  . 

8 

Community  Clinics 

277 

75 

2 

28 

2 

36 

1 

6. 

5 

0.4 

4. 

0 

TPCHD 

3  1 7 

CO 

9 

1  o 

IZ 

£ 

0 

on 

O 

15. 

I 

n  a 

U.  O 

3. 

c 

Individual  Providers 

Doctor  A 

1306 

89 

4 

61 

3 

21 

1 

6. 

0 

0.2 

0. 

8 

Doctor  B 

395 

76 

9 

13 

4 

50 

6 

10, 

1 

0.5 

2. 

3 

Doctor  C 

175 

69 

6 

17 

1 

29 

7 

19. 

4 

0.0 

3. 

4 

uoctor  u 

417 

75 

5 

49 

2 

16 

•? 

•J 

5. 

8 

0.5 

3. 

8 

Doctor  E 

344 

81 

7 

57 

0 

18 

6 

3! 

8 

0^0 

2] 

3 

Doctor  F 

274 

73 

4 

26 

3 

38 

3 

7. 

7 

0.0 

1. 

1 

Doctor  G 

411 

81 

6 

53 

0 

23 

4 

3. 

2 

0.5 

1. 

5 

ICDA 

Infective  Diseases 

and  Parasites 

186 

89 

3 

62 

4 

24 

2 

2. 

2 

0.0 

0. 

5 

Nutritional  Deficienci 

Endocrine  and 

Metauolic  uisorders 

135 

71 

9 

32 

6 

22 

2 

11. 

9 

0.0 

5. 

2 

Blood  Diseases  (and 

Blood  forming 

216 

67 

22 

nrnan s ) 

\J  1    JUNO  ^ 

6 

7 

26 

4 

13. 

4 

0.9 

4. 

2 

Mental- Di sorHeFs  ~ 

202 

61 

9 

28 

7 

20. 

8 

9. 

9 

0.5 

2. 

0 

Nervous  System 

coo 

syy 

and  Sense  Organs 

/D 

/ 

ftn 
30 

6 

34. 

7 

9. 

7 

0.0 

1 . 

7 

Ui£ci£lat£ry_  System_  _ 
Respi  rator^  System 
Dental 

54 
1 053 
113 

83 
91 
58 

4 
4 
3 

33 
63 
8 

3 
8 
8 

27. 
22. 
26. 

8 
3 
5 

20. 
4. 

15. 

4 

2 
0 

0.0 
0.4 
0.9 

1 . 
0. 
7. 

9 
7 
1 

Other  Digestive 

167 

80 

51 

System 
Ge  ni  tpHJ  ri  na  ry_sy_s  tern 

3 

5 

21. 

0 

6. 

0 

0.0 

1. 

8 

158 

85 

9 

50 

6 

29. 

7 

4. 

4 

0.6 

0. 

6 

Skin 

514 

93 

6 

60 

5 

28. 

2 

4. 

3 

0.0 

0. 

6 

Musculoskeletal 

75 

69 

4 

38 

7 

25. 

3 

2. 

7 

0.0 

2. 

7 

Birth  Defects 

156 

57 

0 

25. 

0 

22. 

4 

6. 

4 

0.0 

3. 

2 

Birth  Problems 

39 

53. 

j_peri  natal  J_ 

9 

17. 

9 

23. 

1 

10. 

3 

0.0 

2. 

6 

Accidents,  Poisoning, 

86 

86. 

1 

64. 

17. 

and  Violence 

0 

4 

4. 

7 

0.0 

0. 

0 

Immunizations 

369 

58. 

6 

0. 

5 

35. 

8 

16. 

0 

0.0 

6. 

5 

A~ll  other  conditions 

185 

74. 

0 

35. 

7 

28. 

1 

8. 

6 

0.5 

1. 

1 

Status 

1876 

Cause  for  Exam 

86. 

0 

55. 

3 

24. 

7 

4. 

9 

0.3 

0. 

8 

Found  at  Screen 

858 

67. 

3 

25. 

3 

26. 

1 

11. 

7 

0.5 

3. 

7 

Could  be  Either 

1573 

77. 

2 

36. 

2 

29. 

4 

9. 

0 

0.0 

2. 

6 

LCM  DIFFERENT 


Missed 

Addi- 

Number of 

First 

tional 

Treatments 

Appoint- 

Visits 

Required 

Total 

ment 

Required 

1 

2 

(8) 

(9) 

(10) 

(11) 

(12) 

20.9 

3.9 

17.0 

52.9 

47.1 

20.4 

2.3 

18.1 

49.0 

51.0 

22.4 

8.9 

13.5 

65,.  4 

34.6 

21.7 

2.7 

19.0 

47.1 

52.9 

21.4 

5.4 

16.0 

53.0 

47.0 

20.6 

3.2 

17.6 

57.9 

42.1 

13.5 

2.5 

11.4 

66.8 

33.2 

16.7 

2.1 

14.6 

5 1 .  y 

48.  1 

22.8 

4.6 

18.2 

57.0 

43.0 

24.9 

5.4 

19.5 

37.9 

62.1 

40. 0 

12.6 

27.4 

55.9 

44.1 

10.4 

2.1 

8.3 

63.9 

36.1 

23.0 

1.0 

22.0 

17.4 

82.6 

30.3 

2.3 

28.0 

24.2 

75.8 

24.5 

2.9 

21.6 

57.4 

42.6 

18.3 

4.9 

13.4 

■71  ft 

71 .8 

28. 2 

26.6 

5.8 

20.8 

41.1 

58.9 

18.5 

4.1 

14.4 

62.5 

37.5 

10.7 

0.5 

10  2 

67.0 

33.0 

28.1 

2.2 

25.9 

Al  ft 

41 .3 

CO  "J 

58. 7 

32.4 

4.2 

28.2 

23.7 

76.3 

38.2 

4. 5 

36.1 

63.9 

23.4 

4.2 

19.2 

yi  ft 

42. 9 

C*7  1 

57 .  1 

16  7 

16  7 

51.0 

49.0 

8.6 

1.7 

6.9 

64.7 

35.3 

41.5 

8.8 

32.7 

50.7 

49.3 

19.8 

1.8 

18.0 

57.1 

42.9 

14.0 

3.2 

10.8 

56.1 

43.9 

6.5 

1.8 

4.7 

61.3 

38.7 

30.7 

4.0 

26.7 

51.4 

48.6 

43.0 

4.5 

38.5 

34.7 

65.3 

46.1 

5.1 

41.0 

18.4 

81.6 

14.0 

0.0 

14.0 

69.3 

30.7 

41.2 

16.0 

25.2 

55.0 

45.0 

25.9 

2.7 

23.2 

43.5 

56.5 

13.9 

2.1 

11.8 

58.0 

42.0 

32.7 

4.5 

28.2 

41.2 

58.8 

22.8 

5.7 

17.1 

52.5 

47.5 

APPENDIX  B 
PROJECT  FORMS 


APPENDIX  B-1 
CONSENT  FORM 


Consent  Form  for 


EPSDT  FOLLOW  UP-DEMONSTRAT I  ON  PROJECT 


You  have  brought  your  child(ren) 


to  the  doctor  or 


Name(s) 


clinic  for  a  physical  examination,  which  will  be  paid  for  by  a  child  health  program 
called  EPSDT*.    The  State  Health  Services  Division  and  the  Tacoma-Pierce  County  Health 
Department  are  conducting  a  special  project  to  find  ways  to  improve  this  program  so 
that  more  children  will  receive  the  health  care  they  need. 

We  are  asking  you  and  your  doctor  to  help  us  by  giving  us  information  on  the  health 
of  your  child.    The  information  will  be  confidential  and  will  only  be  seen  by  your 
doctor  and  by  project  nurses  and  health  workers.     If  you  agree  to  participate,  this 
i  s  what  will  happen : 

1.  The  doctor  or  nurse  will  examine  your  child  and  fill  out  a  form 
which  will  give  the  project  the  results  of  the  examination. 

2.  If  a  problem  is  found  it  may  be  treated  Immediately  or  you  will  be 
told  by  your  doctor  to  come  back  or  take  the  child  to  another  doctor 
or  dentist. 

3.  When  the  doctor  tells  us  there  is  a  problem,  the  project  nurse  or 
health  worker  may  cal I  you  to  discuss  the  problem  and  work  out  a 
plan  to  be  sure  your  child  gets  treated  as  soon  as  possible.  The 
project  can  help  make  appointments  and  provide  transportation,  if 
needed. 

4.  When  the  problem  has  been  treated  your  name  and  the  child's  name 
will  be  taken  off  the  form  so  that  no  one  will  be  able  to  identify 
the  information.    Until  then  the  forms  will  be  kept  in  locked  files 
at  the  project  center. 

Participation  of  parents  in  this  project  is  entirely  voluntary.  You  are  free  to 
refuse  or  drop  out  at  anytime.  If  you  have  questions  before  you  decide,  ask  the 
nurse  or  receptionist  or  call  the  Project  Center  -  593-4901. 


Rebecca  Curneen,  RTN.,  EPSDT  Project  Director,  955  Tacoma  Avenue  South,  Tacoma,  WA  98402 


Parent's  Consent  Statement 

 I  voluntarily  consent  to  participate  in  this  project  as  described  above.  I 

realize  that  I  may  refuse  participation  and  that  I  may  withdraw  once  begun,  at 
anytime  and  that  this  will  not  affect  any  services  I  may  be  receiving  now  or 
in  the  future. 

 I  do  not  wish  to  participate  in  the  program  described  above. 


Signature  of  Parent  or  Guardian       Date  Signature  of  Witness  Date 


*EPSDT  -  Early  and  Periodic  Screening  Diagnosis  and  Treatment  Program.  A  federal 
state  program  to  find  and  treat  health  problems  of  children  under  21  eligible  for 


ADDRESS 


Medicaid. 


APPENDIX  B-2 
SCREENING  SHEET 


SCREENING  SHEET 


FORM  2 


A  Child's 
Medicaid  Number 


( Birthdate) 

J  I  I  L 


Date  of 
Service 


1 

1 

1 

MO 

DA 

YR 

Child's  Name 


1_J  I  L 


(Last) 


(First) 


Family  Name 

(On  Coupon) 


(Last) 


(First) 


(Ml) 


(Ml) 


B  Sex 


□ 


□ 


Phone 
 I  I  L 


J  L 


Child's  Address 


Zip  Code 


8 


ETHNICITY 

1  □  Black 

2  □  White 

3  □  Asian 


4  □  Native  American 

5  □  Mexican  American 
e  □  Other 


Child's  Regular  Physician: 


Screening  Provider: 


Number 


C  VITAL  SIGNS  AND  MEASUREMENTS 


PROJECT  SCREENING  SEQUENCE 

1  □  Initial  (first  screen  since  June  1,  1977) 

2  □  Infant  Rescreen 

3  □  Annual  Rescreen  (12  months  after 

project  initial  screen) 

4  □  Other  


cm 
in 


grams 
Ib/oz 


cm 
in 


Height 


Weight 


Head  Circumference 
(up  to  18  months) 


HCT/Hb 


Blood  Pressure 
(3  years  &  older) 


E    IMMUNIZATION  STATUS 
Check  Only  One: 


1  □  Already  current  for  age  before  examination 

2  □  Immunizations  administered  at  screening 

(brought  current  for  age) 

3  □  Immunizations  required  subsequent  to  screening  to 

make  current  for  age 

(If  E3  is  checked,  please  list  in  Section  G) 


D  HEALTHINESS  RATING 

Child's  Healthiness  Rating 

(Current)  (Circle  most  appropriate 
digit) 

1  23456789 
Unwell  Well 


F   SCREENING/PROBLEM  IDENTIFICATION 

(Any  item  checked  as  a  problem  must  be  entered  in 
Section  G) 


Ht/Wt/Age  01 


*NML   Prob  NA 


G   PROBLEMS  (List  all  problems  checked  in  Section  F,  including  those 
treated  this  visit  and  E3,  if  checked) 


Problems 
(Use  problem  No. 
from  Section  F) 


ICDA 
Code 


Treated 
this 
visit 


Referred  and  to  whom 


HCT/Hb  02 


□ 


□ 


Blood  Pressure  03 


□ 


□ 


TB  Skin  Test  04 


□ 


□ 


Lead  05 


□ 


□ 


Sickle  Cell  oe 


□ 


□ 


Urine  Test  07 


Pap  Test  08 


(List  each  problem  in  this  section  on  Medical  Referral  sheet) 


PKU  09 


Eyes  10 


H  COMMENTS 


Ears  11 


Nose  &  Throat  12 


Heart  13 


Lungs 


14 


Gl  is 


GU  is 


Skin  17 


I uscu lo-skeletal  is 


Venereal  Disease  19 


Contagious  Disease  20 


Neurological  21 


lotor  Development  22 


Speech/language  23 


Social/emotional  24 


Intellectual  Development  25 


Dental  26 


Vision  27 


I    IS  SCREEN  COMPLETE?    1st  Visit      2nd  Visit  Incomplete 

1   □  2  □  3D 

If  Screen  is  Incomplete  indicate  reason: 


Hearing  28 


Nutritional  29 


*NML  =  Normal,  PROB  =  Problem 
NA  =  Not  Appropriate 


Signature. 


MD  PNP  Other. 

1  □  2  □  3  □ 


Keep  first  2  copies  until  screen  complete.  Upon  completion,  return  second  copy 
to  project. 


SCREENER  COPY  1 


Z-625-1 


APPENDIX  B-3 
MEDICAL  REFERRAL 


FORM  3 


MEDICAL  REFERRAL 


Child's 

Medicaid  Number 


(Birthdate) 


lild's  Name) 


(Last) 


1_J  L 


(First) 


(Ml) 


imily  Name 
\n  Coupon) 


(Last) 


(First) 


(Ml)  Phone 


Child's  Address 


Zip  Code 

9  I  81 


|reening/Treatment  Provider: 


Number 


^  Referral  Number     01633  ^ 


Date  of 
Screen 

| 

1 

1 

MO 

DA 

YR 

MOSLEM  IDENTIFICATION 


ICDA  Code  from  Screening  Sheet 


Problem  Description 


Problem  3 


Completely  New  Condition 
Previously  Known.  Under  Care 
Previously  Known  Not  Under  Care 


1  □ 


1  □ 


1  □ 


2  □ 


2  □ 


2  □ 


3  □ 


3  □ 


3  □ 


Problem  Treated  This  Visit 
Problem  Referred  for  Diagnosis  Treatment 

Referred  to 


1  □ 


1  □ 


1  □ 


2  □ 


2  □ 


2  □ 


PROBLEM  CLASSIFICATION 


Treatment  date 


Suspected  Problem  Confirmed 
If  No.  New  ICDA  Code 


&  Diagnosis 
Severity  (Least  =  1  Most  =  5) 

Problem  Status 

a    Treatment'lmmunization  Completed'  


MO  DA 

YES  □ 


YR 
NO  n 


MO  DA 
YES  □ 


YR 
NO  □ 


MO  DA 
YES  □ 


YR 
NO  □ 


acute  □ 

1  2 


chronic  □ 
3      4  5 


acute  □ 
1  2 


chronic  □ 

3      4  5 


acute  □        chronic  □ 

1       2      3      4  5 


1  □ 


1  □ 


1  □ 


Treatment  Terminated  (Maximum  Benefit  Achieved) 
Condition  Noted. 

Treatment  Not  Advised  or  Warranted  

Still  Under  Treatment 

1 )  By  this  provider  

2)  Referred  elsewhere  for  further  care 


2  a 


2  □ 


2  □ 


3  □ 


3  □ 


3  □ 


4  □ 


4  □ 


4  □ 


5  □ 


5  n 


Referred  to 


IMUNIZATION  FOLLOW-UP 
Complete  if  Immunizations  Needed 


IMMUNISATIONS 

Check  Doses  Received 

None 

1 

2 

3 

4 

5 

S:J  ■                              Any  Combination  of 

^m                                DTP.  DT  and  Td 

OPV 

*  I  Measles 

7* )  Mumps 

Rubella 

Referred  to 
Date  next  dose 


COMMENTS 

!  Treatment  given) 


PROVIDER 


APPENDIX  B-4 


FORM  LETTER  TO  NON-PROJECT 
TREATMENT  PROVIDERS 


» 


Tacoma-Pierce  County  Health  Department 

E.P.S.D.T.  DEMONSTRATION  PROJECT 

955  TAcoma  Avenue  South,  Room  209 
Tacoma,  Washington  98402 


Date:. 


Dear 


 ,  is  a  participant  in 

the  E.P.S.D.T.  Demonstration  Project  and  has  been  referred  to  you  for  diagnosis/treatment 
following  E.P.S.D.T.  screening,  for  the  following  problem:  

As  a  participant  in  this  project  the  individuals  medical  problems  are  followed  to  determine 
resolution  rates  with  and  without  case  monitoring. 

Please  complete  the  information  below.  Retain  second  copy  and  signed  consent  for  your 
records.  Return  envelope  enclosed. 

Sincerely, 


Rebecca  Curneen,  RN 
Project  Director 


ICDA  Code 


PROBLEM  CLASSIFICATION 


Problem  Status 
a  Treatment  Immunization  Completed?, 


Treatment  date 

Suspected  Problem  Confirmed 
If  No.  New  ICDA  Code 

&  Diagnosis 
Severity  (Least  =1  Most =5) 


MO        DA  YR 
YES  □      NO  □ 


MO        DA  YR 
YESD  NOD 


acute  □ 
1  2 


chronic  □ 
3       4  5 


acute  □ 

1  2 


chronic  □ 
3       4  5 


1  □ 


1  □ 


b  Treatment  Terminated  (Maximum  Benefit  Achieved) 
c  Condition  Noted 

Treatment  Not  Advised  or  Warranted  _______ 

d  Still  Under  Treatment 

1)  By  this  provider , 


2U 


2D 


3D 


3D 


4  □ 


4D 


2)  Referred  elsewhere  for  further  care . 


5d 


sn 


Referred  to 


MO        DA  YR 
YESD  NOD 


acute  □ 
1  2 


chronic  □ 
3       4  5 


1  □ 


2D 


3D 


4D 


5D 


COMMENTS: 


Project  Copy 


HEA  662  (9/77) 


APPENDIX  B-5 


INSTRUCTIONS  TO  PROVIDERS  REGARDING 
FORMS  2  AND  3 


Early  and  Periodic  Screening,  Diagnosis  and  Treatment  Project: 

Demonstration- in  Follow-Up 
Screening  Sheet;  Form  2 

General  Instructions: 

Szarz  completing  experimental  group  (Form  2).    These  children  will  be 
receiving  follow-up  services. 

Complete  Form  2  and  Consent  Form  on  all  children  v/ho  have  DPA  medical  coupons. 
Refer  to  "EPSDT  Screen  Sheet  -  Instruction  Sheet"  for  filling  out  Form  2. 

Keep  first  page  of  Form  2  for  your  records.    This  form  will  identify  for  you 
which  patients  are  in  the  experimental  group.    All  patients  who  have  Form  2 
completed  will  be  followed-up  by  our  outreach  workers.    They  will  be  contacted 
before  their  appointment  to  insure  that  they  will  be  able  to  follow  through. 
There  will  also  be  a  contact  made  after  their  follow-up  visit  to  determine 
if  treatment  was  complete. 

Those  children  who  have  a  orange  form  (Form  I)  in  their  record  will  remain 
in  the  control  group,  but  a  white  form  (Form  2)  should  be  completed. 

Hold  2nd  and  3rd  copy  of  Screen  Sheet  (Form  2)  and  the  Consent  Form  to  be  picked 
up  by  project  staff  every  two  weeks. 


If  you  have  any  questions  please  contact: 

Judy  Caldwell  or  Rebecca  Curneen  at  593-4901. 
If  more  forms  are  needed  please  contact  our  office. 


h'PSDT  Screen  Sheet  -  Instruction  Sheet,  Form  2 
SECTION  A 

1.  Child's  Medicaid  Number  -  Enter  in  the  spaces  provided,  starting  from  the  left,. 

Child's  Medicaid  Number  [   Cfu|l  0i9|li6|7[l|l  S  ,  H  ,  I  !  T  ,  H  [  |  A  1 

Initials        Birthdate  Last  Name 

2.  Date  of  Service  -  Enter  numerically,  e.g., 

Date  of  Service  10,5  tl 14  ,7 ,7]      ,  ... 

MO    DA  YR 

3.  Child's  Name  -  Print  the  last  name  of  the  child  in  the  space  provided,  then  the 
first  name,  then  middle  initial. 

4.  Family  Name  (On  Coupon)  -  Print  the  last  name  of  the  head  of  the  household  as  it 
appears  on  the  coupon  in  the  space  provided,  then  the  first  name,  then  middle  initia 

5.  Phone  -  Enter  the  telephone  number  through  which  information  about  the  child  may 
bs  obtained  or  relayed,  e.g., 

Phone     [5 ,5,5,1,2,1,21 

6.  Child's  Address  -  Enter  the  address  of  the  child's  home  and  Zip  Code,  e.g., 

Child's  Address    1767  Shaw  Drive,  Apt.  3-8  98555 

7.  Child's  Regular  Physician  -  Enter  name  of  child's  regularprovider  in  the  space 
provicsc. 

8.  Screening  Provider  -  Enter  the  name  of  the  screening  provider  in  the  space  provided. 

9.  Number  -  Enter  the  number  of  the  screening  provider  in  the  spaces  provided,  e.g., 

Number  !  1  1  2  >  5  j  4  |7  1  6  1 

SECTION  B 

1.  Sex  -  Check  the  appropriate  box,  e.g., 

Sex    ifjM  2[XjF 

2.  Ethnicity  -  Check  the  appropriate  box  to  indicate  the  ethnicity  of  the  child.  If 
in  question,  ask  parent  for  identification  of  ethnicity.   Check  only  1  box. 

3.  Project  Screening  Sequence  -  Check  the  appropriate  box: 

1  Initial  -  First  screen  since  June  1,  1977. 

2  Infant  Rescreen  -  All  screens  on  infant  during  first  year  of  life  after  project 

initial  screen. 

3  Annual  Rescreen  -  All  screens  that  occur  one  year  after  initial  project  screen 

and  annually  thereafter. 

4  Other  -  All  screens  not  included  in  above,  including  interim  screen  (all  screens 

of  children  more  than  one  year  of  age  during  the  11  months  following  and  annual 
screen).    Please  give  brief  description. 

SECT  I  O.'l  C 
1  -  Vital  Signs  and  Measurements  - 

Height  -  Enter  height  in  inches  or  centimeters  and  circle  appropriate  measurement, 
e.g. ,    Height       34  ] /2_cm 

Weight  -  Enter  weight  in  pounds  VGr  grams  and  circle  aoprooriata  measurement,  e.g., 


Head  Circumference  -  Enter  head  circumference  on  all  children  less  than  18  months 
of  age. 

KCT/Hb  -  Enter  the  exact  reading  and  circle  appropriate  measurement,  e.g., 

HCT/Hb  .J^OIL 
CHCJ/Hb 

3V::d  Pressure  -  Enter  the  blood  pressure  as  determined  by  sphygmometer  on  all 

children  over  3  years  of  age.  Enter  both  systolic  and  diastolic  pressures. 

SECTION  j 

1.  healthiness  Rating  -  Circle  appropriate  number.    The  .rating  is  the  screener's  overall 
i-p.-ession  of  the  child's  current  health  in  terms  of  a  numerical  rating  on  a  scale  of 
i  tc  9.    For  further  information  see  Appendix  I. 

SECTION  E 

1.  Immunization  Status  -  Check  only  one. 

1  Already  current  for  age  before  examination  -  Check  if  child's  immunizations  are 
up  to  date  at  time  he  enters  office  for  screening. 

2  Immunizations  administered  at  screening  (brought  current  for  age)  -  Check  for 
all  children  who  are  immunized  during  screening,  visit  and  who  are  now  current 
for  ace. 

3  Irru.nizations  required  subsequent  to  screening  to  make  current  for  age  -  This 
section  is  for  children  who  need  further  immunizations.    If  number  3  is  checked, 
also  include  as  problem  in  Section  G. 

SECTION  F  -  ■ 

Scree.nl --/Problem  Identification  -  One  box  in  each  category  must  be  checked  for  screening 
to  be  complete.  ' 

\SM  =  Normal,  PROB  =  Problem,  NA  =  Not  appropriate 

01  Kt/Wt/Ace  -  Check  NML  or  PROB  for  all  children,  resulting  measurements  on  growth  grid. 

02  KCT/H3  -  Check  NML  or  PROB.    If  the  HCT  or  Hb  is  not  within  the  range  of  normal,  check 

PRCS.    If  this  test  was  normal  within  past  12  months,  check  NML.  ■ 

03  Blood  Pressure  -  Check  NHL  or  PROB  for  children  over  3  years  of  age.    Check  NA  for 

those  u-ier  3  years.    PROB  to  be  checked  if  blood  pressure  is  greater  than  those 
recc.~me.ided  for  age. 

04  T3  Skin  Test  -  Check  NML,  PROB  or  NA.    If  test  was  normal  within  past  12  months,  check 

f'U] 
III  iL  . 

05  Lead  -  NA  unless  indicated.    Leave  category  blank  until  lab  results  are  returned. 
05  Sickle  Cell  -  NA  unless  indicated.    Check  NML  if  test  has  been  done  at  any  time  and 

results  found  to  be  normal.    Leave  blank  if  administered  during  screen  and  awaiting 
results. 

07  Urine  Test  -  Check  NML  or  PROB.    If  this  test  was  normal  during  past  12  months  and 

it  is  not  being  repeated  at  this  time,  may  check  NML. 
03  Pag  Test  -  Check  NML,  PROB  or  NA.    Leave  blank  if  awaiting  results. 

09  ?.<;J  -  Check  NML,  PROB  or  NA.    If  test  has  ever  been  administered  and  found  to  be 

normal ,  check  NML. 

10  to  25  -  Check  NML  or  PR03  in  each  category. 

25  Cental  -  Check  NML  or  PROB.    Check  PROB  if  check-up  or  treatment  is  indicated. 

27  Vision  -  Check  NML  for  normal  vision  and  those  who  have  adequately  corrected  vision. 

Check  PRCS  for  abnormal  vision  without  corrective  lens  or  specific  complaints  that 

would  require  referral. 
23  Hea-:—  -  Check  NML  or  PP.03  for  all  children. 
29  N,-- oio-al  -   Check  NML ,  PROS  or  NA. 

J.r.y  problem  checked  as  a  problem  in  this  section  must  be  entered  in  Section  G. 
1.  r-rz.:.'       -  Must  identify  all  problems.    Use  problem  number  from  Section  F. 
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2.    ICDA  Code  -    Refer  to  Appendix  II. 

7?   Check  appropriate  box:    Both  boxes  can  be  checked  if  appropriate. 

Treated  this  vi  ■it  Q0  -  if  treated  in  your  office  or  clinic;  or 

Referred    QQ  -  if  referred  to  outside  provider-    If  referred  elsewhere,  give 
name  of  person  to  whom  referred  in  space  provided. 

SECTION  H 

1.    Comments  -  Any  pertinent  information,  especially  that  which  would  assist  with  our 
follow-up,  e.g.,  if  you  make  appointment  for  child  to  return  to  your  office,  put 
date  in  this  space.    Also,  if  you  refer  to  Orthopedic  doctor,  put  name  here.  Please 
be  ds  specific  as  possible. 

SECTION  I  .  . 


1.    Is  Screen  Complete?  -  Screening  is  complete  when: 

-  All  the  family  identification  information  is  filled  out. 

-  When  the  physical  exam  and  the  results  of  all  required 

tests  have  been  returned. 

-  When  the  child's  healthiness  rating  has  been  entered. 

-  All  problems  from  Section  F  have  been  further  identified  in 

Section  G. 

The  screener  then  checks  the  screening  complete  box:     1st  visit 

^    If  additional  visits,  within  two  weeks  after  the  initial  screening  date,  have  been 
required  to  complete  the  screen,  check  screen  complete:  2naj_yisit 

If  screen,  after  two  weeks  of  initial  screening  date,  is  incomplete  for  any  reason, 
check:    Incc~Dlete    and  indicate  reason  in  the  space  provided. 

E 

If  Screen  is  Incomplete  indicate  reason  -  If  Incomplete  box  has  been  checked,  in- 
dicate reason  why  screen  is  incomplete,  e.g.,  unable  to  collect  urine  from  2  year 
old. 

Signature  -  Form  can  be  signed  by  any  person  completing  form.    Name  signed  should 
be  name  of  person  who  did  the  screen,  e.g.,  physician's  office  staff  may  sign 
physician's  signature  and  check  appropriate  box  -  MD[J} 

If  a  waiting  results  of  test,  keep  2nd  copy  .until  test  complete.    Complete  second 
copy  and  hold  for  pick-up. 
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Child's  Healthiness  Rating:  The  healthiness  rating  is  the  screener's  general  overall 
impression  of  the  child's  current  health  in  terms  of  a  numerical  rating  on  a  scale  of 

to  9.    The  intent  is  to  indicate  the  ability  of  the  child  to  learn,  perceive  and  play 
n  the  basis  of  medical  or  social  factors.    Circle  the  rating  considered  to  be  represen- 
tative of  the  child's  overall  healthiness.    In  arriving  at  a  rating,  use  the  following 
guide! ines : 

a.  Compare  each  child  to  the  general  population  of  children,  not  just  those  from  the 
demonstration  catchment  area. 

b.  Rate  healthiness  to  reflect  the  total  health  picture,  considering  numerous  problems 
found  in  a  child  as  having  the  effect  of  lowering  the  rating  you  would  give  any  of 
those  problems. 

c.  Rate  children  having  permanent,  uncorrectable  disabilities  according  to  their  general 
health  level.    Consider  adjustment  to  the  disability  and  degree  of  rehabilitation 
achieved  as  reflective  of  healthiness. 

d.  Use    the  categories  listed  below,  together  with  their  definitions  and  clinical  ex- 
amples, only  as  quidel ines  in  determining  where  on  the  continuum  of  health  (1-9) 
a  child  falls. 

Unhealthy  (1,2):    Has  life  threatening  problem  if  remains  untreated,  e.g., 

Cyanotic  heart  murmur 
Bacterial  pneumonia 
Severe  uncontrolled  diabetes 
Severe  failure  to  thrive  (psychosocial  origin) 

Moderately  Unhealthy  (3,4):    Limited  in  ability  to  learn,  play  or  perceive  until  some 
v/hat  difficult  correction  is  accomplished,  e.g., 

Anemias  below  28  HCT 
Severe  visual  or  hearing  loss 
Mental  or  motor  development  delays 
Malnutrition 
Severe  obesity 

Moderately  Healthy  (5,6):  Requires  a  slight  change  in  life  style  or  relatively  simple 
medical  control  or  correction,  e.g., 

Urinary  tract  infection 
Umbilical  or  inguinal  hernia 
Ringworm  with  secondary  infection 
Impetigo 

Intestinal  parasites 
Anemias,  28-33  HCT 
Asthma 

Tonsillar  hypertrophy 
Mild  hearing  or  visual  loss 
URI  with  otitis  media 

Healthy  (7,8):    Has  no  observable  disease, -or  only  that  which  is  brief  and  self 
limiting  (may  include  dental  caries). 

Mild  URI  without  otitis  media 
Few  dental  caries 

Superior  Health  (9):    No  observable  disease.    Exhibits  evidence  of  positive  health 
habits.    Is  alert  and  has  good  muscle  tone.    The  "picture  of  health". 
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ICDA  Categories 

This  is  a  list  of  commonly  used  ICDA  Codes.  If  necessary,  refer  to  the  ICDA  Code  Book 
|for  those  not  listed. 

Infectious  Disease  and  Parasites 

Diarrhea  009.1 

Streptococcal  Sore  throat  034.0 

Scarlet  Fever  034.1 

Infectious  hepatitis  070.0 

Mumps  072.0 

Pedcul  os-is  132.0 

Scabies  133.0 

Endocrine,  Nutritional  and  Metabolic  Diseases 

Diabetes  Mellitus 

with  mention  of  acidosis  or  coma  250.0 
without  mention  of  acidosis  or 

coma  250.9 

Underweight,  Malnutrition  269.9 
Obesity,  not  specified  as  of 

endocrine  origin  .  277.0 

Diseases  of  the  Blood  and  Blood-Forming  Organs 

Iron  deficiency  anemias-6f  280.0 
prematurity  - 
'Anemia-Nutritional  deficiency  281.9 


Mental  Disorder 


Specific  learning  disorders  306.1 
Alexia  (congenital)  (developmental) 

Specific  learning  defects  (reading)  (mathematics) (strephosymbol ia) 
Word  blindness  or  word  deafness  (developmental) 

Specific  disorders  of  sleep  306.4 
Hypersomnia  Nightmare 
Insomnia        Sleep  walking 

Enuresis  306.6 
Enuresis  £  ... 

Incontinence  of  urine"^  nonorganic  origin  . 

Encopresis  306.7 
Encopresis  c  ... 

Incontinence  of  feces  "  of  nonorganic  origin 

Transient  situational  disturbances  307.0 
Adjustment  reaction  of: 
adolescence  Adult  situational  reaction 

late  life  Combat  fatigue 

i^J  Gross  stress  reaction 

Behavioral  disorders  of  childhood  308.0 
Ad i us trren t  reaction  of: 
childhood  Jealousy  Tantrum 

infancy  Masturbation  Truancy 
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Diseases  and  Conditions  of  the  Eye 

Myopia  370.0 

Amblyopia  377.2 

Diseases  of  the  Ear  and  Mastoid  Process 

Acute  Ctitus  Media  without  mention  381.0 

of  mastoiditis 

Chronic  Otitis  Media  without  381.1 

rentier,  of  mastoiditis 

Wax  in  ear  387.1 

Diseases  of  the  Respiratory  System 

Acute  nasopharyngitis  (common  cold)  460.0 

Acute  Pharyngitis  (sore  throat)  462.0 

Acute  Tonsillitis  "463.0 

Acute  U.R.I.  465.0 

Diseases  of  the  Digestive  System 

Overbite  524.2 

Dental  Caries  521.0 

Umbilical  Hernia  551.1 

Diseases  c~  the  Skin 

Impetigo  684.0 

Seborrhea  690.0 

Seborrhea  Infantile  691.0 

Eczema  691  '.0 

Diaper  Rash  692.9 

Acne  706.1 

Uticaria  708.0 

Hives/uettes  918.0 

Symptoms  and  ill-defined  conditions 

Cough  763>3 

Nausea  and  vomiting  784.1 

Rash                     "  788;2 

Hypospadias  752.2 

Congential  hydroceale  752*4 

Undecended  Testile  752*1 

Vertigo  780;5 

Others 

Headache  306>8 

Scolosi.s  735-0 

Functional  rieart  (murmur)  424.9 

Social/Emotional  Adolescent  307*0 

Social /Emotional  Child  308.0 

Failure  to  fhrive  773  9 

Child  Neglect  99^9 

Potential  Abuse  995  g 
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MEDICAL  REFERRAL,  FORM  3 

A.    General  Instructions: 

1.  The  Medical  Referral  form  is  to  be  completed  on  all  problems 
noted  on  the  Screening  Sheet  #2  Section  G. 

2.  Up  to  three  problems  on  a  single  patient  may  be  reported  on 
single  referral  form. 

3.  If  referring  for  treatment  complete  SCREENER  section  only. 
When  referring  to  another  medical  care  source,  Project  Staff 
will  send  a  letter  and  follow-up  Screening  Sheet  to  the  treatment 
provider. 

4.  If  treating  this  visit  complete  both  SCREENER  and  SCREENER/ 
TREATMENT  provider  section. 

5.  Problems  from  Section  E,  of  Screening  Sheet,  will  be  noted 

in  SCREENER  section  and  IMMUNIZATION  FOLLOW-UP  (bottom  left). 

6.  Keep  top  copy  for  your  records. 

7.  Please  staple  second,  third,  and  fourth  copy  of  the  Medical 
Referral  forms  to  Screening  Sheet.    Identification  information 
will  be  transfered  by  project  staff  from  Screening  Sheet  to 
Medical  Referral  form  provided  they  have  been  stapled  together. 

If  you  have  any  questions  please  contact  Judy  Caldwell  or  Rebecca  Curneen, 
593-4901 . 

If  more  forms  are  needed  please  contact  our  office. 
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1.  (Child's)  Medicaid  Number  -  Enter  in  the  spaces  provided,  starting  from  the  left, 

^"(child's)  Medicaid  No.  [XI  CD  HD Qj  EES  CQ  CD  □□ffifXiDDOO  CD 

Initials  Birthdate  Last  Name 

2.  Referral  No.  -  Each  referral  is  individually  prenumbered. 

3.  Chile's  Name  -  Print  the  last  name  of  the  child  in  the  space  provided,  then  the 
first  name,  then  middle  initial. 

4.  Family  Name  (on  coupon)  -  Print  the  last  name  of  the  head  of  the  household  as  it 
appears  on  coupon  in  the  space  provided,  then  the  first  name,  then  middle  initial. 

5.  Phone  #  -  Enter  the  telephone  number  through  which  information  about  the  child 
may  be  cbtained  or  relayed,  e.g., 

Phone        555  -  1212 

6.  Child's  Address  -  Enter  the  address  of  the  child's  home  and  the  Zip  Code  number, 

e.  g., 

Child's  Address        1757    Shaw  Drive    Apt.  3-B  98402 

7.  Screening/Treatment  Provider  -  Name  of  provider  who  is  doing  screen  and/or 
treatment.    (Not  provider  to  who  child  is  referred) 

8.  Problem  Identification  -  This  section  contains  information  for  up  to  three  problems. 
If  more  than  three  problems  use  second  form.    Screener  completes  this  section  on 
each  problem  identified. 

a.  I CPA  -  use  code  from  screening  sheet. 

b.  Check  appropriate  box  (Check  one): 

1.  Completely  New  Condition  -  Leave  blank  if  not  appropriate. 

2.  Previously  known,  under  care  -  Use  for  cases "that  are  problems. 

3.  Previously  known,  not  under  care  -  Check  if  appropriate. 

c .  Check  appropriate  box  (Check  one): 

1.  Problem  Treated  this  Visit  -  Check  if  treated  this  visit,  not  necessarily 
completed  [fj 

2.  Problem  Referred  for  Diagnosis/Treatment  -  Check  if  referred.  Include 
name  of  person  to  whom  referring  immediately  underneath,  e.g.,  - 

Problem  Referred  for  Diagnosis/Treatment  {X] 
Referred  to:  Dr.  Mueller  

9.  Problem  Classification  -  Complete  this  section  only  if  you  are  a  screening  provider 
giving  treatment. 

a.  Treatment  date:    Enter  date  treatment  given. 

b.  Suspected  Problem  Confirmed:    Check  yes  or  no.    If  yes,  skip  to  Acute/Chronic 

c.  If  no,  New  Diagnosis  &  I  CPA  Code  -  See  Appendix  II  in  screening  instructions 
for  ICDAjCode. 

d.  Acute   [  j     Chronic   i   |   -  Check  appropriate  box. 

e-    Severity  Rating  -  See  Appendix  III.    Check  on  scale  YOUR  evaluation. 

f.  Problem  Status  -  Check  one  box,  e.g., 

1.  Treatment/Immunization  completed? 

2.  Treatment  terminated  (maximum  benefit  achieved)  . 

3.  Condition  noted,  treatment  not  advised  o>~  warranted 
If  referred  elsewhere,  give  name  of  provider  to  whom  referred. 


X 
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Ir.-y-.ization  Follow-up  -  Check  box  if  immunizations  subsequent  to  screen  are 
re- i  red . 

Complete  information  on  Immunizations  Check  all  doses  received,  e.g., 


3  •  > 


(1) 


5  month  old  with  2  DPT  +  OPV's 


e.g.,  (2) 

2  year  old  with  DPT  +  OPV  to  3rd,  also 
MMR  complete 


IMMUNlZATtOSS- 

3 

-I 

s; 

— ! 

t  Dl^ti— ria.  Tffaiiu*.  Pcrtu>»'rs  (DTP)  - 
i  O  t  or  .c.ill  e"ipi.ll>-r>»  Tr'tatlH*  (dT) 

/!✓ 

! 
1 

Osl         Vj^t-rne  (OPV) 

1; 

'! 

j  or  C^r-iin  rt  . 

1 

l.'I.Ml'.M/.-illUi'lOr   ■       T     -  f_ 
1  N'*»e|    1  1  - 

.1 

4 

Uiritii«ri3.  TVl-iius.  PrrtWs  iDTf)  -' 
D  T  or  intiti  <j i(>l> r  Ji^ria  Trbtixi*  (<iT) 

\AV 

Oral  P«:^>  Wane  (OPV) 

M 

□ 

(7       or  >>inJ  ft>ea.«t«i) 

✓ 

I      ■  . 

i 

Ku!«riia  (  3  rjay.  nJJd 

or  tWmun  f»w«.»fe>)  • 

y 

Muutps 

11. 


Referred  to  -  Please  indicate  e.g.,  self,  TPCHD,  etc. 

Date  next  dose  -  Please  indicate  time,  i.e.,  actual  appointment  date,  and 
return  in  two  month  etc. 

Comments  -  Indicate  treatment  given,  any  necessary  instructions  to  project 
starr,  plans  for  further  care,  etc. 


O 
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Is  the  diagnosed  condition?  (check  on  scale  YOUR  evaluation) 

1  2  3  4  5 

mild  moderate  severe 

The  practitioner  is  requested  to  circle  or  line  through  the  number  that 
best  fits  his  estimate  of  the  problem's  seriousness.    If  it  is  a  hernia,  for 
example,  is  it  mild,  moderate,  or  severe?    If  severe,  the  implication  might 
be  that  immediate  remedial  action  is  required.    If  less  than  serious,  the 
implication  is  that  remedial  action  may  be  deferred. 

Most  significantly,  this  is  intended  to  be  an  outcome  measurement  of 
the  impact  of  the  EPSDT  program  on  the  severity  of  conditions  found  in 
children.    It  relates  most  specifically  to  the  changes  in  conditions 
categorized  by  the  practitioner  as  severe  over  time.    If  EPSDT  is  an 
effective  program,  the  percent  of  severe  conditions  found,  particularly  in 
rescreens,  should  decline  over  time.    This  assumes  that  the  program  has 
been  successful  through  treatment  in  either  eliminating  the  problem,  or 
modifying  it  to  a  moderate  or  mild  category. 

An  additional  evaluation  effort  will  be  to  relate  specific  diagnostic 
conditions  to  severity  and  the  response  of  these  conditions  through  treatment 
to  reflect  reduced  severity.    Some  type  of  program  priority,  by  condition, 
for  example,  could  v/ell  be  an  outcome  of  this  analysis,  particularly  when 
related  to  associated  costs. 
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Department  of  Psychiatry 

Division  of  Sociology 

Health  Services  Research  Institute 


The  University  of  Texas 

Health  Science  Center  at  San  Antonio 

7703  Floyd  Curl  Drive 

San  Antonio,  Texas  78284 


(512)  691-6391 


■ebruary  26,  1979 


Ms.  Becky  Curneen 

EPSDT  Demonstration  Project 

Tacoma-Pierce  County  Health  Department 

3591  South  D  Street 

Tacoma,  Washington  98408 

Dear  Becky: 

This  letter  is  intended  to  codify  the  data  correction  procedures  that 
I  think  we  have  been  following  for  the  past  few  months.    We  should 
note  any  changes  if  they  occur  and  try  to  keep  this  letter  current. 
Please  give  me  any  comments  that  you  might  have. 

General  Principles 

1.  Please  put  all  corrections  in  writing. 

2.  Corrections  should  not  be  mixed  in  with  routine  data 

entry.  They  should  be  listed  on  separate  forms  and  bundled  separately 
from  original  data. 

3.  Corrections  should  be  made  before  new  data  are  entered  to 
prevent  subsequent  forms  from  being  rejected. 

Forms  ','ot  Yet  Entered  on  the  Computer 

1.  Data  forms  that  we  are  unable  to  enter  will  be  listed  on 
the  attached  Pierce  County  Rejects  form.    HSRI  will  send  this  to 
the  project  whenever  needed,  with  copies  to  the  project  director 
and  the  data  clerk. 

2.  The  project  will  note  required  corrections  on  this  form 
and  return  it  to  HSRI. 

3.  If  the  Rejects  list  requires  correction  of  data  that  have 
already  been  entered  on  the  computer,  then  a  separate  correction 
sheet  will  be  attached. 

4.  HSRI  will  correct  the  following  without  returning  them 
to  the  project: 
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-  immunization  status  left  blank  (we  will  code  '4'). 

-  inconsistencies  in  child's  first  name  (we  will  make 
name  the  same  as  we  already  have  on  file). 

Please  try  to  catch  these  errors  in  Tacoma,  however. 

Correction  of  Data  Already  in  the  Computer 

1.  To  correct  a  screening  sheet,  we  need  the  child's  name,  pic 
code  and  screen  date  -  as  they  are  currently  listed  on  the  computer. 
For  a  problem  form,  we  need  the  original  form  number  and  either  the 
child's  name  or  the  pic  code.    These  are  essential  identifiers. 

2.  The  project  should  send  HSRI  a  screening  sheet  and/or  a 
problem  form  with  the  word  "CORRECTION"  written  boldly  across  the 
top.    This  form  should  show: 

-  the  essential  identifiers 

-  the  item  to  be  corrected,  as  currently  shown  on  the 
computer 

-  the  correction. 

Items  to  be  deleted  should  be  written  in  and  then  cancelled. 

3.  Please  show  all  corrections  to  be  made,  even  if  they  seem 
to  be  implied.    If  a  problem  is  deleted  from  a  referral  form,  for 
example,  it  should  also  be  deleted  from  Sections  F  and  6  of  the 
screening  sheet.    If  immunization  status  is  modified,  Section  G  and 
the  problem  form  should  also  be  checked.    If  a  screen  date  is  changed 
on  a  screening  sheet,  it  may  also  need  to  be  changed  on  a  referral 

fo  rm. 

4.  If  you  think  a  correction  may  be  at  all  unclear,  please 
add  a  descriptive  note. 

Name  and  Pic  Code  Corrections 


1.  These  may  be  reported  on  the  attached  form.    Unless  other- 
wise noted,  all  forms  for  the  child  will  be  corrected. 

2.  All  corrections  should  show  the  pic  code  as  currently  on 
the  computer  so  that  we  can  locate  the  child. 

Dota  Modification  Rosters 

1.  When  the  same  correction  is  to  be  made  for  a  large  number 
of  forms,  we  can  prepare  a  data  modification  roster.  This  will  be 
in  duplicate,  with  a  carbon,  so  that  you  can  keep  a  record. 


I  .       I  -  .:  —  s   aoi  !  ...U.  g-i   ,  i  ../-a — ^,L-,i-;i'i.  .  aiaia -v..  . 


Page  3 

Becky  Curneen 
February  26,  1979 


2.  Please  cancel  pic  codes  for  any  forms  that  are  not  being 
modi fied. 

3.  Please  do  not  use  these  rosters  for  any  corrections  other 
than  those  initially  intended. 

Non-project  Screens 

1.  These  should  only  be  entered  for  dates  after  the  initial 
project  screen. 

2.  Please  cancel  pic  codes  for  any  children  without  screens  to 
be  added. 

3.  If  you  add  non-project  screens  via  screening  sheets,  we 
need  to  have  them  filled  out  as  shown  on  the  attachment.    The  only 
information  that  has  to  be  correct  is  the  name,  pic  code  and 
screen  date,  but  something  has  to  be  shown  for  the  others  just  to 
get  the  sheet  accepted.    I  suggest  that  you  indicate  the  actual 
provider  number  but  just  use  the  codes  shewn  on  the  attachment  for 
everything  else.    Also,  please  be  sure  that  form  1  is  used  (or 
marked)  for  any  control  group  children. 

We  all  thank  you  for  your  cooperation.    Everything  appears  to  be 
working  very  smoothly  at  the  present  time. 

Sincerely, 


cc:    Eileen  Keith 
Polly  Newcomb 
Judy  Grissom 
Art  Britt 
Sandra  Balfour 


Wayne  S:  Stinson,  Ph.D. 
Research  Scientist 


WS:  ja 


Attachment 


 —    UUlS  1^.  >_i  £L  .. 


IM2  U 


 ..-  


I  n 

].'-•»  Chill's 
Medicaid  Number 


■  'r,i  "■  i         ■"-l-'i-'-l'-r  -  - 


J  a  i  sfi 


1 

1 

1 

MO 

DA 

YR 

□  M     2  Q 


ETHNICITY 

1  □  Black  4  □  Native  American 

2  □  White  5  □  Mexican  American 
3D  Asian  e  □  Other 


Screening  Provider: 


PROJECT  SCREE i\! IMG  SEQUENCE 
1  □  Initial  (first  screen  since  June  1,  1977) 

7  □  Infant  Rescreen 
sNLD  Annual  Rescreen  (12  months  after 

^     project  initial  screen) 

4,53  Other  


Z    IMMUNIZATION  STATUS 
Check  Only  One: 


Hi 


1  □  Alreadycurrent  for  age  before  examination  =  V 

2  □  Immunizations  administered  at  screening 

(brought  current  forage)       -  -  ■■ 

3  □  Immunizations  required  subsequent  to  screening  to 

make  current  for  age  "  •  .       .  '-  '  •' 

(If  E3  is  checked,  please  fist  in  Section  G)      '   -    -'-    ; -  - 


D  HEALTHINESS  RATING 

Child's  Healthiness  Rating 

(Current)  (Circle  mcst  appropriate  ■ 

digit)    '  ■ 

'-     1   2  3  4  5  6  7  8  9 
Unwell  Well 


SCREEi\!l\'G/?R03LEfv1  IDENTIFICATION 

(Any  item  checked  as  a  problem  must  be  entered  in 
Section  G)  .     .  :  ••'  "  " 


Ht/Wt/Age  01 


NML  Prob 


NA 


i.3  PROBLEMS  (List  all  problems  checked  in  Section  F,  including  those 
.  treated  this  visit  and  E3,  if  checked)  — 


Problems 
(Use  problem  No. 
from  Section  F) 


ICDA  ' 
Code 


Treated 
this 
visit 


Referred  and  to  whom 


HCT/Hb  02 


□ 


n 


Blood  Pressure  03 


□ 


T3  Skin  Test  04 


□ 


Lead  05 


□ 


□ 


Sickle  Cell  06 


□  □ 


Urine  Test  07 


-Dap  Test  03 


(List  each  problem  in  this  section  on  Medical  Referral  sheet) 


'KU  09 


"yes  io  I 


Ears  ii 


Nose  &  1  hrcat   12  | 


Heart  '-3 


Lungs  14 


Gl    is  I 


GU   is  I 


si 


Kin  17 


Musculo-sksietal  is 


Venereal  Disease  19 


Contagious  Disease  20 


Neurological  21 


Motor  Development  22 


Speech/Ianquaoe  23 


S*i  COMMENTS 


Social/emotional  24 


[nteSiectual  Development  25 


Dental  26 


Vision  27 


nearinq  28 


Nutritional  29 


*NML  =  Normal,  PROB  =  Problem 
\IA  =  Not  Appropriate 


I    IS  SCREEN  COMPLETE?    i  si  Visit       2nd  Visit  Incomplete 

1  □  2  □  3  <8J 

If  Screen  is  Incomplete  indicate  reason: 


Signature. 


MD  PNP  Other. 
1 □ 2 □ 3  3 


Keep  fi'.Tt  2  copies  until  scrcren  complete.  Upon  completion,  return  second  copy 
to  project. 


A/ 


i 
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APPENDIX  C-l 


OUTREACH  AND  FOLLOW-UP 
METHODOLOGIES 


i 


OUTREACH  AND  FOLLOW-UP  METHODOLOGIES 


Medical  referral  forms  are  reviewed  and  checked  for  completeness  and 
legibility  by  RN.    Cases  will  also  be  checked  by  a  clerk  to  determine  if 
they  ari  in  the  control  group,  are  repeats  or  are  new  cases.    The  RN  will 
also  initate  case  monitoring  record  (see  inclosure),  a  master  file  card, 
rescreen  card  and  a  tickler  card  for  the  outreach  worker.    They  will  then 
be  given  to  assistant  project  director  for  assignment  to  community  health 
worker.    Community  health  workers  will  be  assigned  to  specific  doctors 
offices,  Community  Clinic  and  Well  Child  Clinic.    This  assignment  will 
be  made  to  reduce  travel  over  the  entire  county  and  to  reduce  number  of 
workers  contacting  each  physician  office.    The  community  health  worker  will 
then  receive  cases  from  those  offices  they  are  assigned.    The  assistant 
project  director  will  review  all  cases  assigned  and  assist  community  health 
worker  in  the  follow-up  methodology.    The  estimated  number  of  new  cases 
per  week  is  eleven  (11)  per  outreach  worker. 

Contact  Methodology 

A.  Mail  Contact:   Mail  contact  will  not  be  used  due  to  past  experience 
with  poor  response  rates.    One  experience  resulted  in  only  two  (2) 
return  responses  out  of  forty-four  (44)  requests  for  signed  consent 
form  returns  By  mail . 

B.  Pre-Appoi ntmerit  Contact :    Home  visits  will  be  made  if  patient  has  no 
phone.    Pre-appointment  contact  will  be  made  on  all  cases  who  have 
phones,  one  week  prior  to  the  need  for  treatment/ fol low-up.  Telephone 
call/home  visit  will  be  made  to  determine  if  patient  is  aware  of  appoint- 
ment and  will  be  able  to  keep  appointment.    Transportation  will  also  be 
arranged  if  appropriate.    Patient  will  also  be  told  that  a  contact  past 
appointment  will  occur.    If  appointment  time  is  not  clearly  indicated 

on  form  then  telephone  call/home  visit  will  be  made  within  one  week 
past  receiving  referral  to  determine  from  patient  when  child  is  to  return 
for  treatment/follow-up.    If  no  more  than  three  weeks  between  initial 
contact  and  appointment:    no  further  pre-appointment  contact  is  nec- 
essary.   If  more  than  three  weeks  between  initial  contact  and  appointment 
then  another  contact  (telephone  call/home  visit)  one  week  prior  to 
appointment  should  be  made. 

C.  Transportation:    Community  health  worker  will  determine  on  pre-appointment 
contact  if  transportation  is  needed.    CHW  will  report  patient  name, 
address,  appointment  time  to  record  clerk  who  will  help  the  messenger 
driver  keep  a  schedule  of  requested  appointment.    Messenger  driver 

will  notify  CHW  of  past  appointment  if  appointment  was  kept. 

D.  Past  Appointment  Contact: 

Y.    Patient  is  again  contacted  one  week  past  appointment  to  determine  if 
appointment  was  kept  and  if  problem  was  resolved.    If  unable  to 
determine  status  of  problem  from  patient  then  MD  contacted  by 
assistant  project  director.    If  problem  needs  continued  care  then 
case  monitoring  continues  without  continued  contacts  before  appointment, 
until  case  monitoring  is  complete. 

2.    If  unable  to  contact  patient  by  phone,  then  a  home  visit  will  be 
irritated.    If  unable  to  contact  in  home  past  three  visits,  patient 
case  will  be  closed.    If  patient  moves,  an  asserted  attempt  to 
locate  will  be  initated.    Assistant  project  director  will  call  MD 
for  new  address  if  available. 


CASE  MONITORING  FLO'..' 


Cases  assigned 
to  ChW'by 
Assist.  Project 
Pi  rector 


Cases  have 
known  appt. 
date. 


No 


/    1  — 

\ 

Contact  to  be  made 
1  wk  past  receiving 
referral  to  deter- 
mine appt.  time. 

> 

< 

TC/HV  to  be  made  1 
wk.  prior,  to  appt. 
to  insure  ability 
to  follow  through. 


Yes 


Contact  more 
than  3  weeks 
before  appt. 


No 


Contact  Made 


No 


No  response  not  at 
home-moved.  Three 
attempts  made  to 
locate. 


m0  /Patient  Recep  - 
— ~\  tive  intends  to 
\  keep  appt. 


Yes 


Patient  contact 
one  week  past 
appt.  date. 


Close  if  three 

attempts 
unsuccessful 


Close  Case 
Refusaljno  need 


Yes 


Patient  kept 
appointment. 


No 


Yps/  VNo 
^Problem  Resolved 


Close  Case 


^[Attempts  made  to 
follow  through  with 
patient  up  to  total 
three  appt.  made. 


Yes 


Patient  follow 
through  with 
treatment . 


No 


Still  needs  follow 
up  continue  case 
monitoring  until 
compl etion . 


MASTER  CARD 


I.    Tickler  Cards  -  Community  Health  Workers  (see  sample  card) 

Each  CHW  will  maintain  a  tickler  file  by  date.    The  card  will  be  used  as 
a  follow-up  system  for  case  monitoring.    The  tickler  card  includes  the 
child's  name,  parent  or  guardian,  address,  phone  number  and  date  of  birth 
of  the  child.    The  cards"  will  be  filed  by  the  month  that  follow-up  is  due, 
i.e.,  follow-up  appointments,  annual  rescreens  and  infant  rescreens. 

II.    Master  File  Cards    (see  sample  cards) 

Two  master  file  card  systems  will  be  maintained: 

A.  A  master  file  card  will  be  maintained  in  the  Nursing  Division  master 
file  system.    It  will  include  the  child's  name,  address,  child's  date  of 
birth  and  will  indicate  that  there  is  a  child's  record  with  the  EPSDT 
project.    These  cards  are  filed  alphabetically. 

B.  A  master  file  card  will  also  be  maintained  in  the  Project  Center.  It 
will  include  the  child's  name,  address,  date  of  birth,  parent  or  guardian, 
and  will  indicate  in  which  group  the  record  is  filed:    1.    control  group, 
2.    experimental  screening,  3.    screening  and  referral,  4.  referral 

and  case  monitoring.    It  will  also  contain  date  of  service  (date  of 
screening)  and  provider  (private  doctor,  community  clinic  or  health 
department  clinic).    These  cards  are  filed  alphabetically. 
As  children  have  repeat  screenings  completed  these  cards  will  be  pulled  and 
the  new  date  of  screen  will  be  added.    Any  change  in  status  of  record  will 
be  updated  on  card. 

III.    Rescreen  Tickler  Cards    (see  sample  card) 

A  tickler  card  system  will  be  maintained  in  the  Project  Center  which  will 
include  the  child's  name,  address,  date  of  birth  and  will  indicate  which 
group  the  record  is  filed:    1.    control  group,  2.    experimental  screen, 
3.    screening  and  referral,  4.    referral  and  case  monitoring.    It  will  also 
include  date  of  service  (date  of  screening).    These  cards  will  be  filed 
by  date  of  service.    They  will  be  used  to  monitor  infant  rescreens  and 
annual  rescreens  of  project  children. 


Child  Health  Record  (See. sample  record) 

A  Child  health  record  will  be  completed  on  all  children  who  have  been 
referred  by  providers  and  will  be  followed  up  by  CHW's.    The  record  will 
include  the  child's  name,  address  and  zip  code.    On  the  left  side  of  the 
record  the  medical  referral  form  is  attached.    On  the  right  side  of 
the  record  family  record  sheets  are  attached. 
A.    Recording  on  Family  Record  Sheets 

1.  Record  everything  of  importance  related  to  case  monitoring: 

a.  Home  visits  (HV) 

A  HV  will  include  contact  with  the  child's  parent  or  guardian. 
Record  the  parent  or  guardian's  response,  i.e.,  receptive, 
non-receptive,  could  not  get  in  door,  etc. 

b.  Telephone  calls  (TC) 

Record  all  TC's  that  relate  to  case  monitoring,  i.e.,  to 

make  appointments  for  follow-up  treatment,  to  contact  provider 

offices  regarding  child,  etc. 

c.  Record  all  conferences  regarding  case  monitoring,  i.e., 
contacting  messenger-driver  to  arrange  transportation  to  ap- 
pointments, conference  with  supervisor  for  assistance  on 
difficult  situations,  etc. 

2.  Record  objective  information,  do  not  include  subjective  information, 
i.e.,  house  dirty,  suspect  child  abuse,  etc. 

3.  Recording  should  be  short  and  consise  and  include  facts  pertinent 
to  case  monitoring.    Record  that  which  will  be  helpful  to  others 
when  reading  the  record. 

4.  Be  careful  not  to  make  judgements  or  question  mother  and/or 
guardian's  ability. 


FAMILY  RECORD 


STATE  OF  WASHINGTON 
DSHS-HEALTH  SERVICES  DIVISION 


.ie.. 


Address 

Directions  or  Apartment  Number 

Phone 

FAMILY  ROSTER 


Names  and  Relationship 

Sex 

Birthplace 

Birth 

Death 

Remarks  (Indicate  if  Veteran) 

Husband 

Wife  (maiden  name) 

1 

(Other*  in  household) 

1  

SUMMARY  OF  SERVICES 


Name  of  Individual           I  Code 

Service 

Diagnosis 

Opened 

Closed 

Reason  for  Discharge 

I 
1 

1 



I  







OSH<   13-117     HI  11-72 


EMPLOYMENT 


Name  of  Individual 

Date 

Occupation 

Where  Employed  and  Remarks 



 .  _  

SOCIAL  SERVICE  INFORMATION 

Name  of  Individual 

Date 

Agency  and  Remarks 

Date  Race 


SOCIAL  DATA 

(Social,  economic,  education  factors,  attitudes,  plans,  progress) 


Religion 


Nationality 


(Add  continuation  shivt  if  ncce>  .ory  i 
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CARD  SYSTEM 

(Master  File  and  Community  Health  Worker  Tickler) 
Master  File  Cards  -  (see  sample  card) 

Two  master  file  card  systems  will  be  maintained: 

1)  A  master  file  card  will  be  maintained  in  the  Nursing  Division  ' 
master  file  system.    It  will  include  the  child's  name, 
address,  child's  date  of  birth  and  will  indicate  that  there 

is  a  child's  record  with  the  EPSDT  Project  and  the  date 
of  service.    These  cards  are  filed  alphabetically. 

2)  A  master  file  card  will  also  be  maintained  in  the  Project 
Center.    It  will  include  the  child's  name,  address,  date 
of  birth,  parent  or  guardian,  and  will  indicate  in  which 

group  the  record  is  filed:    1.    control  screen,  2.  experimental 
screen,  3.    screen  completion,  4.    referral,  and  5.  case 
.  monitoring.    It  will  also  contain  date  of  service  (date 
of  screening  or  medical  referral),  provider  (private  doctor, 
.   community  clinic  or  health  department  clinic),  and  number 
of  case  monitor  when  appropriate.    These  cards  are  filed 
alphabetically. 

As  children  have  repeat  screenings  completed  these  cards  will  be 
pulled  and  the  new  date  of  screen  will  be  added.    Any  change  in 
status  of  record  will  be  updated  on  card. 

Community  Health  Worker  Tickler  Card  -  (see  sample  card) 

Each  Community  Health  Worker  will  maintain  a  tickler  file  by  date. 
The  card  will  be  used  as  a  follow-up  system  for  case  monitoring. 
The  tickler  card  includes  the  child's  name,  parent  or  guardian, 
address,  phone  number  and  date  of  birth  of  the  child.    The  cards 
will  be  filed  by  the  month  or  day  that  follow-up  is  due,  i.e., 
follow-up  appointments,  annual  rescrc-ens  and  infant  rescreens. 


Name.. 


SMITH,  John 


Address. 


4445  East  1 78tHLas98409 


(First) 


birth  11. 

Father  or  husband   Mother..tfe.rX..J.QJfl£S.. 


Date  of  birth  1J311Q  Sex:  M.  F.  Color:  W.  C.  Ch.  J. 


Type  of  Record 

Date  Opened 

Where  Filed 

Date  Closed 

Control 

6/7/77 

Dr.  or  Clinic 

Screen  /$zfcc 

■\den: /?/<?'' 

 Y  

S  &  R 

R  &  CM 

DEPT.  OF  SOCIAL  &  HEALTH  SERVICES 

HEALTH  SERVICES  DIVISION 
DSHS  13104IX)  10-73 


INDIVIDUAL  INDEX  CARD 


t  Al  I  n  StRVICbS  DIVISION   5  /» 


SMITH,  John 

Parent  -  Mary  Jones 

4445  East  173th  98409 

555-8891 

B.D.  7/3/76 


Name. 


SMITH,  John 


Address. 


4445  East  1 78th(La^8409 


(First) 


Date  of  birth..!/ 6/76  Sex:  M.  F.  Color:  W.  C.  Ch.  J. 

Father  or  husband   Mother  


Tj'pe  of  Record 


Date  Opened 


Where  Filed 


EPSDT 


Date  Closed 


DEPT.  OF  SOCIAL  t  HEALTH  SERVICES  INDIVIDUAL  INDEX  CARD 

HEALTH  SERVICES  DIVISION  ».  3 


APPENDIX  C-3 
CASE  MONITORING  FLOW  CHART 


I 
I 
I 
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CASE  MONITORING  FLOW  CHART 


1.  Cases  are  assigned  to  the  CHW's  by  the  Assistant  Project  Director.    If  a 
client  has  previously  been  case  monitored  he/she  is  assigned  to  the  same 
CHW.    The  Assistant  Project  Director  reviews  all  cases  to  be  monitored  and 
assists  conmunity  health  workers  in  follow-up  methodology.    The  estimated 
number  of  new  cases  per  week  is  eleven  (11)  per  case  monitor. 

2 .  Cases  with  known  appointment  dates  are  contacted  by  telephone  call  or  home 
visit  one  week  prior  to  the  appointment  to  determine  if  the  appointment  will 
be  kept  and  whether  or  not  transportation  is  necessary.    (Needed  transportation 
will  be  arranged  with  the  messenger /driver.    See  transportation  methodology.) 
If  the  appointment  date  is  not  known,  contact  is  to  be  made  within  one  week  of 
receiving  the  referral  to  determine  the  appointment  time  and/ or  to  encourage 
the  family  to  make  an  appointment  and  keep  it.    After  this  contact  and  if  the 
appointment  is  more  than  three  weeks  away,  the  case  worker  will  again  make  a 
telephone  call  or  home  visit  one  week  prior  to  the  appointment  to  determine 

if  the  appointment  will  be  kept  and  whether  or  not  transportation  will  be 
needed. 


3.  At  the  time  of  contact,  the  patient  may  be  either  receptive  or  not  receptive 
to  keeping  the  doctor  appointment.    If  the  family  is  not  receptive,  the  case 

is  closed  as  "refusal"  or  "no  need,"  and  a  refusal  letter  is,  sent  to  the  doctor 
to  inform  him  that  our  attempts  to  encourage  the  family  to  follow  through  with 
care  or  screening  were  unsuccessful.    If  the  patient  is  receptive  and  intends 
to  keep  the  appointment,  the  caseworker  contacts  the  patient  one  week  after 
the  appointment  date  to  learn  what  happened  at  the  appointment. 

4.  If  the  patient  kept  the  appointment  and  the  problem  was  resolved,  the  case 
can  be  closed  (#1  ' 'treatment / immunization  complete".)    If  the  appointment  was 
kept  but  the  problem  was  not  yet  resolved,  the  CHW  continues  cases  monitoring 
until  the  problem  has  been  resolved  (#1  ' 'treatment/ imnunization  complete", 

#2  "treatment  terminated-maximum  benefit  achieved",  or  the  condition  is  #3 
"still  under  treatment  6  months  after  referred".)  If  the  problem  still  requires 
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case  monitoring,  steps  three  through  five  are  followed . 

5.  If  the  patient  did  not  keep  the  appointment ,  the  CHW  will  make  three  attempts 
to  encourage  them  to  follow  through  with  care.    A  patient  who  does  not  follow 
through  with  care  after  three  contacts  is  closed  as  "refused  treatment"  (or 
"unable  to  locate,"  or "moved".)    If  after  encouragement  the  patient  then 
follows  through  with  care,  procedure  in  step  four  is  followed. 

6.  All  problems  are  to  be  monitored  until  closed  for  some  specific  reason. 

7.  If  the  CHW  has  had  no  response  after  three  attempts  to  contact  the  family,  a 
post  card  is  sent  informing  the  family  of  the  attempts  to  contact  them  and 
asking  them  to  contact  the  caseworker.    "Address  correction  requested"  may  be 
noted  on  the  card.    If  it  appears  that  the  patient  has  moved  (either  by  not 
home  visit)  or  by  return  of  the  card,  the  assistant  project  director  may  con- 
tact the  provider's  office  for  information  regarding  a  new  address  and/ or 
telephone  number  or  a  message  phone  number.    If  after  two  weeks  there  is  no 
response  from  the  post  card,  a  form  5  letter  is  sent.  If  within  two  more  weeks 
there  is  still  no  response,  the  case  is  closed.    If  a  response  is  received 
from  either  the  post  card  or  the  form  5  letter,  the  case  is  monitored  according 
to  steps  two  through  five. 

8.  If  a  screening  completion  is  needed,  the  methodology  is  the  same  as  for  problem 
follow  up  except  a  form  5  letter  is  not  sent. 
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APPENDIX  C-4 
MEDICAL  REFERRAL  FORM 


MEDICAL  REFERRAL  FORM 


TOP  SECTION 

Identifying  data  to  match  screening  information  sheet.    Date  of 
screen  matches  date  of  service  on  Screen  Form  2. 

SCREENER  SECTION 

Each  problem  in  Section  G  of  Screening  Form  2  will  be  listed  with 
ICDA  Code  and  problem  description.    This  description  should  be 
consistent  with  the  problem  area  checked  in  Section  E  or  F. 

Whether  problem  is  new  or  previous  known  under  care  or  not  under 
care  may  be  optional. 

If  problem  is  referred  to  another,  Medical  Data  Coordinator  will 

note  in  comments  section,  CM#       and  Form  4,  in  peri  pen  or  pencil. 

This  will  instruct  Record  Clerk  to  begin  case  monitoring  chart  and 
include  a  letter  to  the  doctor  or  agency  to  whom  the  patient  is 
being  referred. 

Problems  which  are  being  treated  at  the  time  of  screening  will  have 
the  screener/treatment  provider  section  filled  in  with  date, .-.yes  or 
no  checked,  and  a  problem  status  either  a,  b,  c,  d.    Other  items 
may  be  optional . 

If  checked  in  a,  b,  c  the  Medical  Data  Coordinator  may  close  the 
problem  in  the  problem  status/case  closure  section  at  bottom.  (If 
none  of  the  problems  require  case  monitoring  the  date  case  closed 
will  be  filled  in  as  the  screening  date.    Community  Health  Worker 
number  at  the  top  right  corner  will  be  00000  and  the  last  digit  in 
this  designated  area  is  coded  by  the  Medical  Data  Coordinator  with 
provider  code  as  follows: 

High  Provider  M.D.  #1 

Other  Provider  M.D.  #2 

Community  Clinics  #3 

Public  Health  #4 

Health  Maint.  Organization  #5 
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Problems  still  under  care  by  the  screening  provider  will  be  case 
monitored  and  the  Medical  Data  Coordinator  will  indicate  need  in  comments 
by  CM#_  problem  with  red  pen  or  pencil. 

If  the  problem  was  E3  or  30,  need  for  further  Immunizations,  the 
screener  section  with  ICDA  as  XXXX,  problem  description^  Immunization 
need  and  referred  to,  . 


The  provider  should  also  complete  the  Immunization  follow-up  section 
to  the  left  of  comments.  This  however,  may  be  done  by  the  Community 
Health  Worker  when  she  does  case  monitoring  for  the  identified  problem. 

All  copies  must  be  legible.    Medical  Referral  will  remain  with 
Screening  Form  2  for  corrections  or  additions  as  necessary. 

Those  requiring  no  additional  information  are  initialed  in  right  upper 
corner  and  forwarded  to  the  Record  Clerk. 

Those  needing  additional  information  are  routed  to  the  Assistant  Director. 


APPENDIX  C-5 
SCREEN  COMPLETION  PROCEDURE 


SCREEN  COMPLETION  PROCEDURE 


Screen  Completion  (No  Medical  Referral) 

1.  Put  Form  2  (pink)  in  patient  file. 

2.  Enter  patient's  name  on  Screen  Completion  list 

3.  When  closed  enter  date  of  closure  on  list  and  send  Form  2  (pink) 
to  HSRI. 

Screen  Completion  with  Medical  Referral ,  no  Case  Monitoring 

1.  Put  Form  2  (pink)  in  patient  file 

2.  Put  Medical  Referral,  HSRI  Copy  1  &  2  (Green  &  Blue)  in  Screen 
Completion  file  and  hold  until  Screen  Completion  is  closed. 

3.  When  Screen  Completion  is  closed,  send  Form  2  (pink)s  HSRI  1  (grppn) 
and  HSRI  2  (blue)  to  HSRI. 

Screen  Completion  with  Medical  Referral  and  Case  Monitoring 

1.  Put  Form  2  (pink)  in  patient  file. 

2.  Put  HSRI  1  (green)  in  Screen  Completion  file,  hold  until  Screen 
Completion  is  closed. 

3.  When  Screen  Completion  is  closed  send  Form  2  (pink)  and  HSRI  1  (green) 
to  HSRI. 

4.  HSRI  2  (blue  -  in  patient  file)  is  to  be  sent  when  Case  Monitoring  is 
completed. 

5.  If  Case  Monitoring  is  finished  on  Medical  Referral  before  Screen 
Completion  is  closed  hold  HSRI  2  (blue)  with  HSRI  1  (green)  in  Screen 
Completion  file. 
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APPENDIX  C-6 


PROCEDURE  FOR  RESCREEN 
FOLLOW-UP 


PROCEDURE  FOR  RESCREEN  FOLLOW-UP 


Initial  Screen 

Record  is  received  from  provider 

Record  Clerk  makes: 

1.  Rescreen  tickler  card 

2.  Rescreen  follow-up  form 

Tickler  card  is  filed  in  month  due 

Rescreen  follow-up  form  is  filed  alphabetically 


Last  week  of  month  prior  to  date  rescreen  is  due: 
Record  clerk  will: 

1.  Pulls  all  rescreen  tickler  cards  for  next  month 

2.  Pulls  all  rescreen   follow-up  forms 

3.  If  current  -  file  in  next  appropriate  month 

4.  If  not,  give  to  comB.nl ty  health  worker 

See  "CM  rescreen"  procedure 

When  rescreen  follow-up  sheet  is  completed,  Community  Health  Worker  returns  to  the 
Records  Clerk  (completed  meaning  closing  number  and  date  entered  on  form. ) 

Record  Clerk: 

1.  updates  rescreen  tickler 

2.  if  further  rescreens  necessary,  file  in  next  appropriate  month 

3.  if  closed  i.e. ,  no  further  rescreen  follow-up  to  be  done  (by  parent  request,  if 
child  is  over  1  year  or  cannot  locate)  file  alphabitically  in  closed  file  with 
rescreen  tickler  card  stapled  to  sheet. 


Rescreen/Other/Annual  (Under  1  year) 

1.    Pull  rescreen  tickler  card  and  update 

When  case  monitor  case  closed: 

1.  pull  rescreens  and  rescreen  tickler  cards 

2.  do  statistics  on  1,  6,  7,  8,  10,  11  ' 

3.  file  in  closed  file  (alphabetically) 
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PROCEEDURE  FOR  RESCREEN  FOLLOW-UP 


INITIAL  SCREEN 

Record  Clerk  (RC)  makes: 

1.  Rescreen  tickler  card 

2.  Rescreen  follow-up  form  (with  Community  Health  Worker  (CHW)  tickler  card) 

3.  Tickler  card  is  filed  in  month  due 

4.  Form  and  CHW  Tickler  card  is  given  to  CHW  (after  being  geographically 
assigned  by  Data  Clerk) 

INFANT  RESCREEN 
Record  Clerk: 

1.  Pulls  rescreen  tickler  card  and  updates 

2.  If  screen  does  not  fit  in  periodicity  system  (between  #4  and  #5  screen) 
circle  in  red  and  put  in  nearest  date. 

3.  Record  Clerk  will  initiate  routing  form       when  Rescreen  is  received, 
with  appropriate  changes  (i.e.,  name,  address,  date  of  screen)  and  give 
to  CHW 

CASE  MONITOR  (CHW)  METHODOLOGY 

1.  Makes  telephone  call  if  possible,  leave  message  if  necessary 

2.  Tries  one  or  two  home  visits  (leaves  note  if  nobody  at  home) 

3.  Sends  post  card 

4.  Contacts  family  to  see  if  child  has  had  recent  screens  or  any  since  our 
first  one  on  the  child.    Ask  if  child  is  still  on  coupons,  if  address  and 
phone  are  current  and  if  they  need  transportation. 

5.  Informs  parent/guardian  of  childs  privilege  of  having  periodic  screens. 

6.  Encourages  follow-up  with  screenings  (bearing  in  mind  the  state  schedule 
and  the  child's  doctor's  schedule. 

7.  Hold  until  1  year  old  even  if  unable  to  locate 

8.  Check    with  doctor  for  new  address. 

CLOSURE 

1.  CHW  will  determine  closure  code  by  last  screen 

2.  Code  #1  or  #10  must  be  approved  by  Assistant  Director 

3.  CHW  keeps  case  open  until  child  is  1  year  of  age  if  code  6,  7,  8,  11,  or  12 
are  circled  (#12  Doctor's  schedule  does  not  coincide  with  state's  schedule) 

4.  Record  Clerk  pulls  tickler  card,  adds  closure  code  to  right 'bottom  corner 

5.  Record  Clerk  files  Rescreen  Form  and  tickler  card  alphabetically  in  separate 
closed  f i les . 

6.  Record  Clerk  does  statistics. 


ANNUAL  RESCREEN 
Record  Clerk: 

1.  Assigns  by  original  geographic  areas.    (4  CHW's) 

2.  Completes  Rescreen  Follow-up  form  as  for  infant  rescreens  listing  only 
one  date  due  in  "1st"  column. 

3.  Children   are  eligible  for  annual  rescreen  one  year  and  one  day  (1  year/ 
1  day)  after  previous  screen. 

4.  State  Medicaid  profiles  will  be  attached  to  children's  records. 

5.  Non-project  (NP)  screens  will  be  noted  on  master  file  card  as: 
Type  of  Record  -  Screen 

Date  Opened  -  Date  of  Screen 

Where  Filed  -  NP 

Date  Closed  -  Date  of  closure. 

Mark  master  file  card  with"ARS"  in  blue  at  top  right  of  card  indicating 
annual  rescreen. 

CKW: 

1.    Use  same  methodology  as  for  infant  rescreen  with  the  exception  of 
closing,  which  is  done  after  contact  is  completed. 


RESCREEN  FOLLOW-UP  SHEET 


Record  Clerk  completes  on  initial  screen: 

1.  Conrnunity  Health  Worker 

2.  CoTimunity  Health  Worker's  number 

3.  Child's  name 

4.  Family  name 

5.  Address,  zip 

6.  Phone  number 

7 .  Birthdate 

8.  Screening  provider 

9.  Status  -  opened  or  closed 

10.    Screening  dates  -  1st,  2nd,  3rd,  4th,  5th 
D  =   Date  due 

P   =   Date  screened  per  parent 
DS  =   Date  of  screen  per  project 
C   =   Closing  code 
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RESCREEN  TICKLER  CARD 


X  Name  

Address. 


RESCREEN  TICKLER 

"(Last)" 


CHW  # 


(First) 


X  Date  of  birth  Sex:  M.  F.  Color:  W.  C.  Ch.  J. 

Father  or  husband  Mother  


Type  of  Record 

Date  Opened 

Where  Filed 

Date  Closed 

D  (due) 

P  (paren 

t) 

nq  ,date 

gf 

V-  

C  (close 

) 

DEPT.  OF  SOCIAL  &  HEALTH  SEW1CES 

HEALTH  SERVICES  DIVISION 

DSHS  13-104IX)  10-73 


INDIVIDUAL  INDEX  CARD 


SAMPLE 


Record  Clerk  completes  card  with: 

1.  Name  of  child 

2.  Date  of  birth 

3.  Conmjnity  Health  Worker's  number. 

4.  Type  of  record: 
D   =   Date  due 

P   =   Date  screened  per  parent 
DS  =   Date  of  screen  per  project 
C   =   Closing  code 
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CASE  MONITOR  FLOW  CHART  FOR  RESCREENS 


1.  The  computer  print-out  of  rescreens  due  is  received  from  Texas.    A  separate 
form  will  be  completed  for  each  child  on  the  list  and  all  forms  assigned  to 
one  caseworker  will  be  kept  in  a  folder  for  that  caseworker .    Names  may 
appear  on  rescreen  lists  more  than  once.    If  so,  the  previous  form  on  that 
child  will  be  pulled  from  the  rescreen  file  and  all  notes  will  be  made  on 
that  same  form. 

2.  The  data  clerk  checks  the  master  file  to  determine  the  current  status  of 

the  child  and  to  verify  identifying  information  (name,  medicaid  number,  etc.) 

3.  The  data  clerk  determines  from  the  master  file  card  whether  or  not  the 
child  has  had  a  recent  rescreen.    If  he/she  has,  no  follow  up  is  needed  and 
#1  (treatment/ immunization  complete)  is  marked  on  the  rescreen  list. 

4.  If  the  child  has  not  been  rescreened,  a  CHW  is  assigned.    If  a  CHW  has 
previously  followed  the  child,  he/she  will  be  assigned  to  that  same  CHW. 
Information  regarding  rescreening  of  a  child  previously  open  to  service  should 
be  noted  both  on  the  rescreen  list  and  on  the  record.    If  comments  are  lengthy, 
write  in  the  record  (make  a  brief  notation  of  the  situation  on  the  rescreen 
list),  and  put  "see  record"  on  the  rescreen  list.    Recording  on  record: 
(example-  "10-6-77,  on  rescreen  list.    TC  mother  reports  that  child  has  appoint- 
ment 10/9/77  with  PMD.    Has  no  problem  with  transportation.")    On  rescreen  list 
put  "appointment  10/9/77--has  transportation." 

5.  Contact  with  the  family  should  be  attempted  within  one  week  of  case  assignment 
to  the  CHW.    If  there  is  no  response  after  three  attempts  to  contact  the  client, 
a  post  card  is  sent  to  the  family  suggesting  the  need  for  rescreen  of  the  child 
and  asking  the  family  to  contact  the  CHW.    If  no  response  is  received  within 

two  weeks  after  sending  the  card,  the  record  is  closed  as  #7  (unable  to  contact). 
If  a  family  is  previously  known  to  have  moved  or  attempts  to  contact  them  have 
been  unsuccessful,  it  is  not  necessary  to  go  through  these  attempts  again  unless 
new  locating  information  is  available.    Merely  make  a  note  of  the  previously  known 
status  on  the  rescreen  form. 
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6.    Contac.t  with  the  family  should  disclose  one  of  two  situations.    A.    The  client 
is  unreceptive  and  the  case  is  closed  as  "refused"  or  "no  need."    B.    If  the 
client  is  receptive  and  plans  to  make  or  keep  the  doctor's  appointment,  the 
CHW  checks  with  them  one  week  after  the  appointment  date  to  check  the  results 
of  the  doctor's  visit.    If  the  patient  kept  the  appointment  and  problems  were 
found,  the  new  screening  form  and  medical  referral  will  initiate  CHW  follow  up. 
If  no  problems  were  found,  there  is  no  further  follow  up  necessary  and  the  re- 
screen  is  closed  as  #1.    If  the  patient  did  not  keep  the  appointment,  three 
attempts  will  be  made  to  encourage  them  to  follow  up.    If  the  contact  is  success 
ful  and  the  appointment  is  the  kept,  the  patient  is  contacted  one  week  after 
the  appointment  date  and  follow-up  is  made  accordingly.    (Problem  refers  client 
for  follow  up,  no  problem— close. )    If  the  three  attempts  to  contact  are  un- 
successful, the  case  is  closed  as  #7  (unable  to  contact.) 


7.    Rescreens  must  be  completed  within  60  days.    If  not  completed,  case  is  closed 
as  "unable  to  contact"  or  "refused",  etc. 


8.  The  following  codes  will  be  used  to  designate  the  status  of  those  children 
on  the  rescreen  list: 

1.  Treatment  or  immunization  completed 

2.  Treatment  terminated  (maximum  benefit  achieved) 

3.  Under  treatment  6  months  after  referred 

4.  Condition  noted,  treatment  not  advised 

5.  Treatment  not  available 

6.  Family  moved 

7.  Unable  to  contact 

8.  Refused  treatment 

9.  Repeated  appointment  failure 
10.  No  longer  eligible 
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APPENDIX  C-7 


LIMITED  CASE  MONITORING 
PROCEDURE 


s 

: 

I 

I 
I 


Limited  Case  Monitoring  Procedure   -  CHW's 


1.  Cases  are  assigned  to  the  two  caseworkers  by  geographic  location- 
Half  of  the  county  to  each  caseworker.) 

2.  Cases  with  known  appointment  dates  are  contacted  by  telephone  call 
or  home  visit  I  week  prior  to  the  appointment  date  to  determine  if  the 
appointment  will  be  kept  and  whether  or  not  transportation  is  necessary. 
(See  transportation  methodology.) 

5.    If  the  appointment  date  is  not  known,  contact  is  made  within  I  week 
of  receiving  the  referral  to  determine  the  appointment  time  and/or  to 
encourage  the  family  to  make  an  appointment  and  keep  it.    After  this 
contact,  and  if  the  appointment  is  more  than  three  weeks  away,  the 
caseworker  will  again  make  -a  telephone  call  or  home  visit  one  week  prior 
to  the  appointment  to  determine  if  the  appointment  will  be  kept  and 
whether  or  not  transportation  will  be  needed. 

4.  If  the  caseworker  has  had  no  response  after  three  attempts  to  contact 
the  family,  a  post  card  is  sent  informing  the  family  of  the  attempts  to 
contact  them  and  asking  them  to  contact  the  caseworker.    "Address  correction 
requested"  may  be  noted  on  the  card.     If  it  appears  that  the  patient 

has  moved  (either  by  not-home-visit  or  by  return  of  the  card),  the 
assistant  project  director  may  contact  the  prov?derFs  office  for  infor- 
mation regarding  a  new  address  and/or  telephone  number  or  a  message  phone 
number.     If  after  two  weeks  there  is  no  response  from  the  post  card,  a 
form  5  letter  is  sent.     If  within  two  more  weeks  there  is  still  no  response, 
the  case  is  closed.     If  a  response  is  received  from  either  the  post  card 
or  the  form  5  letter,  the  case  is  monitored  according  to  steps  two  and 
three. 

(The  above  methodology  is  identical  to  extended  case  monitoring.) 

5.  At  the  time  of  contact  the  patient  may  be  either  receptive  or  not 
receptive  to  keeping  the  doctor  appointment.     If  the  family  is  not 
receptive  the  case  is  transferred  to  pending  (as  refused).     (08)  If 

the  patient  is  receptive  and  intends  to  keep  the  appointment  the  caseworker 
routes  the  case  to  "pending."    No  contact  will  be  made  after  the  appoint- 
ment date  (until  four  months  later.)  ther^rrek4e*===CaT=s^^ 
w-U-l — be— p4-aced  i  r^h^-T^se^oT1<gr^s~f-i..Le-box  at  a-d^e-4-merrths^ronr~the 
tis^-^e-p^tteft-f*  is -transferred 1  to-1  "p^rerH=>§^--s^^us~    The  caseworker  will 
route  the  record  to  the  secretary  in  the  usual  manner  noting  "Pending" 
and  the  suspected  closure  code  in  rhe  record.    The  secretary  wi I  I  write 
"p"  and  the  date  in  pencil  on  the  master  file  care  and  will  not  pull 
any  (blue)  form  for  Texas. 

6.  At  4  months  Texas  will  send  a  list  of  clients  due  for  follow-up. 
The  caseworker  will  then  contact  the  family  to  determine  their  follow-up 
or  lack  of  it.    The  methodology  will  be  idenrical  to  that  used  for  the 

f c I  low-up  on  the  control  group. 

7.  If  contact  Is  made  the  caseworker  will  clcse  the  case  with  the 
apprcpr i »te  cede  (see  attached )  not  i  r.i  the  i reformation  i  r,  the  case- 
monircring  notes  used  to  reach  this  conclusion.     If  the  caseworker  has  had 
no  response  after  three  attempts  to  contact  the  family  a  post  card 

is  sent  informing  the  family  of  the  attempts  to  contact  them  and  asking 
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Limited  Case  Monitoring  Procedure  ~  CHW  s 


them  to  contact  the  caseworker.      "Address  correction  requested"'  may  be 
noted  on  the  card.     If  it  appears  that  the  client  has  moved,  (either  by 
not-home-visit  or  by  return  of  the  card)  the  assistant  project  director 
may  contact  the  provider's  office  for  information  regarding  a  new  address 
and/or  telephone  number  or  message  phone  number.    No  form  5  wi I  I  be  sent. 
After  three  unsuccessful  attempts  have  been  made  to  contact  the  family 
the  case  is  closed  as  "unable  to  contact"  (07)  or  "moved"  (06).  — - 


8.  The  patient  profiles  from  the  Olympia  computer  wil 
information  obtained  from  the  family. 


be  compared  against 
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Limited  Case  Monitoring  -  CHW's 


Clarifications: 

1.  Infant  rescreens  under  the  limited  case  monitoring  system  will  be 
followed  only  to  the  first  screen.  • 

2.  After  October  1st  ail  new  cases  are  limited  case  monitoring. 

3.  Be  sure  to  tell  the  families  that  an  infant  is  due  for  5  rescreens 
during  the  first  year  of  life.    Because  you  will  make  only  one  good 
contact    with  the  family,  it  is  Important  to  motivate  follow-through 
in  the  future  as  well  as  for  the  immediate  visit.    Continual  education 
regarding  the  advantages  and  benefits  of  preventive  health  care  and 
follow-up  for  problems  should  always  be  emphasized. 

4.  Screening  completions  will  be  done  the  in  the"  same  manner  as  in 
the  past. 

5.  If  transportation  is  necessary  the  child  will  be  (Ideally)  taken 
to  only  the  first  visit.     If  it  is  necessary  to  transport  further, 
the  case  should  be  transferred  to  extended  case  monitoring.     It  is 
highly  desirable  to  keep  all   limited  case  monitoring  cases  in  that 
category  by  informing  parents  of  methods  of  transportation  available 

.  to  them  in  the  community. 

6  —QeffrF&l  ^h'lr1rn,n'  ■ 1  ?  T  I-  r-+--» y  m  i  he-  ^nntrr?  1  group 

7.  If  children  have  been  in  the  extended  case  monitoring  group  in 
the  past,  the  determination  regarding  which  group  they  now  belong  in 
will  depend  on  how  long  ago  the  case  was  closed.     In  general,  the 
children  very  recently  closed  (and  all  of  those  still  open)  will  go 
Into  the  extended  case  monitoring  category.    Children  whose  cases 
were  closed  longer  ago  will  be  placed  in  the  limited  case  monitoring 
group. 

8.  All   limited  case  monitoring  children  will  be  Identified  by  a  green 
dot  placed  on  all  of  the  papers  and  cards  related  to  those  children. 

9.  it  is  important  not  to  voluntarily  explain  to  people  that- they  are 
now  in  the  limited  case  monitoring  system  as  this  may  change  our 
statistics.     in  the  same  manner,  providers,  CHN's  etc.,  may  alter  their 
follow-up  and  referral  procedures  if  they  know  that  the  child  will  not 
be  in  the  extended  case  monitoring  group.     If  the  question  is  asked, 

it  is  permissible  to  explain  the  situation  using  only  as  much  information 
as  is  necessary  to  answer  the  person's  question. 
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APPENDIX  D 


COSTING  METHODOLOGY 


APPENDIX  D-l 

METHODOLOGY  FOR  CALCULATING  CASE  MONITORING  COSTS 


A.    Numerator  Calculations:    Cost  per  Activity 
it 

As  part  of  its  evaluation  effort,  project  staff  kept  track  of  all  time 
and  costs  incurred  for  EPSDT  related  activities.    The  principal  components  of 
this  were  daily  time  logs  maintained  by  all  operational  personnel,  plus  routine 
accounting  records  for  both  direct  and  indirect  costs.    The  results  of  these 
calculations  are  discussed  in  relevant  chapters  throughout  this  report. 

Calculations  distinguished  between  special  research  costs  and  those  that 
would  have  been  incurred  for  routine  program  operation.    All  planning  and 
program  development  costs  were  excluded,  for  example,  because  they  v/ould  not  be 
necessary  at  the  local  level  in  a  statewide  Drogram.    Data  collection  costs 
other  than  those  for  routine  case  management  were  excluded:    these  consisted 
of  keypunching  to  obtain  Medicaid  profiles,  delivery  and  pick-up  of  data  forms 
by  the  project  van,  and  the  checking  and  coding  of  data  forms  by  one  of  the 
project's  nurses.    All  HSRI  costs  were  excluded  for  the  same  reason.  Finally, 
we  excluded  costs  incurred  by  the  dental  hygienist  and  by  a  project  nurse 
working  at  the  family  planning  clinic  since  these  were  screening  costs  that  would 
normally  be  charged  directly  to  Medicaid.    The  results  of  these  assumotions  are 
expressed  in  Chart  D-2. 

Project  personnel  with  operational  responsibilities  kept  daily  time  logs. 
These  were  summarized  periodically  and  forwarded  to  HSRI  along  with  salary 
figures  and  indirect  costs  for  the  period  being  analyzed.    The  summary  time 
sheet  for  the  period  between  October  1,  1977  and  April  30,  1979  is  shown  in 
Table  D-3. 

Staff  time,  in  general,  was  divided  into  three  categories,  as  shown  in 
Table  D-4.    The  first  category  included  all  direct  case  monitoring  time, 
divided  up  as  shown  in  the  table.    CHWs  spent  exactly  50%  of  their  time  on 
these  activities  between  October  1,  1977  and  April  30,  1979. 

The  second  category  included  essential  EPSDT  activities  such  as  staff 
meetings  and  training  that  would  be  required  for  a  statewide  program  but  which 
were  not  directly  linked  to  case  monitoring.    These  activities  required  20.9% 
of  CHW  time.    The  final,  "non-EPSDT"  category  included  activities  such  as 
research    and  control  group  follow-up  that  would  presumably  not  occur  state- 
wide; these  consumed  29.1%  of  CHW  time.    (In  the  early  months,  CHWs  had  small 
case  loads  and  occasional  free  time  and  this  "down"  time  was  also  recorded  under 
"non-EPSDT".) 

The  methodology  used  to  convert  time  logs  to  costs  is  described  in  the  EPSDT 
Evaluation  Handbook*.    The  first  step  in  this  procedure  was  to  distribute 


*Health  Services  Research  Institute.  EPSDT  Demonstration  Model  Evaluation 
Handbook,  1975. 


unallocated  time  and  expenditures  to  reflect  true  operational  costs.    Time  spent 
on  "other  EPSDT"  would  be  required  for  routine  operation  of  a  statewide  program 
and  so  the  cost  estimate  for  arranging  rescreens,  for  example,  needed  to  reflect 
this  general  EPSDT  overhead.    "Other  EPSDT"  time  wass  therefore,  distributed 
among  the  case  monitoring  categories  in  proportion  to  their  relative  importance. 
During  the  period  between  October  1,  1977  and  April  30,  1979,  CHWs  spent  34.6%  of 
their  monitoring  time  on  encouraging  rescreens,  3.4%  on  screening  completions, 
55%  on  medical  problem  follow-up,  5.7%  on  immunizations,  and  1.4%  on  dental 
follow-up.    These  proportions  were  applied  to  the  amount  of  time  spent  on  "other 
EPSDT"  activities,  and  the  latter  were  distributed  accordingly. 

During  the  period  under  study,  the  project  incurred  a  direct  cost  of  $65,350 
for  its  case  monitors,  of  which  70.9%  ($46,333)  went  for  activities  that  would  be 
required  for  a  statewide  program.    Since  55%  of  direct  monitoring  time  was  spent 
on  medical  problem  follow-up,  the  direct  cost  of  this  follow-up  for  CHWs  was 
$46,333  x  .55,  or  $25,483.    Similar  calculations  were,  of  course,  required  for 
each  activity  and  for  each  of  the  four  personnel  categories  listed  in  Table  D-3. 

The  final  step  in  the  cost  calculation  was  to  distribute  indirect  costs  in 
the  same  general  manner  as  we  distributed  direct  costs.    These  totaled  $20,870 
and,  once  again,  70.9%  ($14,797)  was  attributed  to  routine  EPSDT  activities  and 
29.1%  ($6,073)  to  non-EPSDT.    Within  EPSDT,  this  $14,797  was  distributed  to  each 
monitoring  activity  in  proportion  to  the  time  allocation  of  CHWs. 


B.  Denominator  Calculations:    Number  of  Activity  Units 

Once  the  total  cost  for  each  activity  had  been  determined,  it  was  necessary 
to  apportion  this  cost  by  the  number  of  oroblems  or  cases  involved.    The  cost 
per  problem  was  analyzed  in  several  ways,  as  shown  in  Table  D-5.    We  will  illus- 
trate using  the  row  labeled  "all  problems",  but  the  methodology  described 
applied  to  other  rows  as  well. 

The  first  method  was  to  divide  the  total  cost  for  problem  follow-up  by  the 
total  number  of  problems  that  were  monitored  during  the  period  being  analyzed. 
In  the  period  under  study  here,  1,835*  referred  problems  were  given  extended 
case  monitoring  at  a  total  cost  of  $56,125.    The  average  cost  per  problem  followed 
was  $30.59.    For  problems  given  limited  monitoring,  the  cost  was  substantially 
lower  at  $19.26  per  problem.    The  cost  portion  of  the  cost  effectiveness  equation 
is  clearly  higher  under  ECM,  but  Table  A-4  showed  greater  effectiveness  for  ECM 
as  well.    The  remainder  of  Table  D-5  puts  these  two  factors  into  greater 
perspective. 


*This  is  the  number  of  referred  problems  arising  from  screens  between 
October  1,  1977  and  April  30,  1979.    The  data  do  not  indicate  when  problems 
were  actually  worked  on,  but  the  method  used  is  unlikely  to  produce  any  bias 
in  the  results. 


The  middle  two  columns  of  this  table  show  the  cost  per  resolved*  problem. 
These  figures  are  obviously  hiqher  because  many  problems  were  not  resolved. 
The  difference  between  the"  ECM*  figure  ($50.93)  and  LCM  ($41.21)  is  still  about 
$10.00,  but  on  a  percentage  basis,  it  is  much  less  (19.1%).    The  percentage 
difference  is  lower  because  ECM  resolved  60.1%  of  the  problems  that  it  followed, 
while  ECM  resolved  only  47.5%.    These  figures  give  us  a  better  picture  of  the 
cost  effectiveness  equation,  but  they  are  not  complete  because  they  do  not  take 
account  of  the  problems  that  would  have  b^en  resolved  without  any  case  monitoring 
at  al  1 . 

During  the  control  phase  of  the  project,  29.3%  of  all  referred  problems 
were  resolved  "for  free",  and  we  may  assume  that  the  same  results  would  have 
occurred  during  the  ECM  and  LCM  phases  as  well  had  there  not  been  any  case 
monitoring.    Non-monitoring  would  have  resolved  537  of  the  ECM  problems  instead 
of  the  1,102  that  were  actually  resolved,  so  the  increment  due  to  monitoring 
was  565.    If  the  project  had  been  able  to  oredict  which  565  would  bene- 
fit from  monitoring,  it  obviously  would  have  concentrated  its  resources  on 
them  and  spent  only  $30.59  each;  but  since  it  didn't  know,  the  cost  per  extra 
problem  was  $99.31.    Under  limited  monitoring,  it  was  $110.98,  indicating  that 
in  the  ultimate  analysis,  extended  case  monitoring  was  just  as  cost  effective 
on  a  per  problem  basis  as  was  limited  monitoring. 

Other  activities  were  apportioned  as  described  in  pertinent  chapters  of 
Section  Three. 


*This  number  includes  only  those  that  would  have  been  closed  with  statuses 
'I1,  '2',  or  '4'  (see  Appendix  E).    Problems  still  under  treatment  after  six 
months  are  not  included. 


CHART  D-2:    PERSONNEL  INVOLVED  IN  CALCULATION  OF 
CASE  MONITORING  COSTS 


Included  in  Cost 
Calculations 


Excluded  from  Cost 
Calculations 


Project  Director 
Assistant  Director 
Senior  Clerk 
Clerk  Typist 
Statistical  Researcher 
Case  Monitors 

Nurse  to  Work  on  Data  Forms 

Nurse  for  Family 
Planning  Clinic 

Messenger/Driver 

Dental  Hygienist 
Planner 
Screeners 
HSRI  Personnel 


100% 


1 00%* 
100%* 


Routine  Case 
Management 


Patient  Transfers 


100% 
100% 

Control  Group  Follow-up; 
LCM  Follow-up;  Time  at 
Family  Planning  Clinic 

100% 

EPSDT  Screening; 
Coordination  and  Planning 
Time 

Errands;  Delivery  and 
Pickup  of  Data  Forms 

100% 

100% 

100% 

100% 


*Except  for  miscellaneous  non-EPSDT  activities. 


TABLE  D-3:    MONTHLY  COST  DATA 


Tacoma-Pierce  County 

Month  Oct.  1,  1977 


Number  of  Minutes  Worked  Year 

npn  1   ou , 

1  Q7Q 

Administrative/ 
Supervisory 

Case 
Monitors 

Clerks 

Driver 

1. 

Annual  rescreens 

47,561 

1 1 » 1 ) 

U ,  1 J 

(3,1) 

 r  

(4,1) 

2. 

Infant  rescreens 

a)    extended  monitoring 

58,724 

M  2^ 

(3,2) 

(4,2) 

b)    limited  monitoring 

6,615 

h  3V 

(3,3) 

(4,3) 

3. 

Screening  completions 

11 ,045 

(1,4) 

(2,4) 

(3,4) 

In   a  \ 

(4,4) 

4 

Medical  problem  follow-up 
a)    extended  monitoring 

154,890 

(1  5) 

(2  5) 

(3,5) 

-  m — ft- 
(4,5) 

b)    limited  monitoring 

24,815 

(1,6) 

(2,6) 

(3,6) 

(4,6) 

j  . 

Immunization  follow-up 
a)    extended  monitoring 

14,725 

/ 1  i\ 
{ 1 ,/ ) 

to  7  \ 

(3,7) 

(4,7) 

b)    limited  monitoring 

3,965 

(1,8) 

(2,3) 

(3,8) 

(4,8) 

c 
c . 

Dental  follow-up 

a)    extended  monitoring 

3,135 

\  1  »y ) 

(3,9) 

(4,9) 

b)    limited  monitoring 

1 ,280 

n  i  nT 

l  <-  ,  '  v ) 

(3,10) 

(4,10) 

7. 

Family  planning  (except 
follow-up) 

45,620 

(1,11) 

(2,11) 

(3,11) 

(4,11) 

p 

Orientation/Health  Educ. 

6,305 

8,985 

1  ,335 

(1,12) 

(2,12) 

(3,12) 

(4,12) 

9. 

Miscellaneous  EPSDT 

116,505 

128,010 

139,625 

70,705 

(1,13) 

(2,13) 

(3,13) 

(4,13) 

10. 

Non-EPSDT 

42,115 
(1,14) 

144,555 
(2,14) 

34,675 
(3,14) 

103,280 
(4,14) 

SALARY 

$37,045 

$65,350 

$18,850 

$15,870 

INDIRECT  COSTS 

$20,870 

TABLE  D-4:    DISTRIBUTION  OF  CHW  TIME 
OCTOBER  1,  1977  THROUGH  APRIL  30,  1979 


Percent  of 

Total  CHW  Percent  of  Case 

Time  Monitoring  Time 

A.  Case  Monitoring                         50.0%  100.0% 

1.  Annual  Rescreens                   7.3%  14.6% 

2.  Infant  Rescreens                  10.0%  20.0% 

3.  Screening  Completion              1.7%  3.4% 

4.  Medical  Problem 

Follow-up                             27.5%  55.0% 

5.  Immunization 

Follow-up                             2.9%  5,7% 

6.  Dental  Follow-up                   0.7%  1.4% 

B.  Other  EPSDT  20.9%   

1 .  Ori  entati  on/Heal th 

Education  1.4%   

2.  Miscellaneous  EPSDT  19.5%   

C.  Non-EPSDT*                                 29.1%  — — 

100.0%  100.0% 


*Includes  time  at  family  planning  clinic. 
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APPENDIX  E 
PROBLEM     CLOSURE  STATUSES 


APPENDIX  E-1 

PROBLEM  STATUS/CASE  CLOSURE 


Definitions  of  Categories 
3/78 


0 1  Treatment/ 1 mmun  ?  zat  i  on  Comp 1 eted 

^Treated  &/or  Referred 
*Prob I  em  Reso I ved 


Source 


a)  Treated  at  screen;  Problem  resolved. 
No  further  treatment  needed. 


Screener 


b)  Referred;  child  returned  &  was  treated. 
Problem  resolved. 
No  further  treatment  needed. 


Mother 


c)  Referred;  Problem  subsided;  No  return  visit. 

Mother  called  Doctor;  Dr.  OKed  not  return. 

d)  Referred;  Mother  unsure  of  problem  status. 

Community  Health  Worker  checks  with 
Assistant  Project  Director,  who  checks 
with  Doctor's  office. 

Problem  is  resolved;  Dr.  OKs  not  return. 

e)  Referred  to  other 

Screener/Treatment  Provider  Problem 
Classification  categories  a  or  d. 

i  )a  Treatment/ I mmun i zat i on  Completed 
i  i  )d   sti I  I  under  treatment 

If  d,  then  must  also  be  b,  c  or  d  above 

02  Treatment  Terminated  (Maximum  Benefit  Achieved) 


Mother 


Doctor's 
Office 


"Other" 
Form  4 


*Treated  &/or  Referred 

^Because  of  the  nature  of  the  problem,  it  still  remains; 
problem  is  corrected  to  maximum  status  possible. 

a)  Treated  at  screen;  Problem  remains. 
No  further  treatment  needed. 


however, 


Screener 


b)  Referred;  child  returned  &  was  treated. 
Problem  remains. 

No  further  treatment  needed • at  this  time. 


Mother 


c)  Referred;  Problem  remains;  No  return  visit. 

Mother  called  Doctor;  Dr.  OKed  not  return. 

d)  Referred;  Mother  unsure  of  problem  status. 

CHW/APD  checks  with  Doctor's  office. 
Problem  remains;  Dr.  OKs  not  return. 


Mother 


Doctor's 
Office 


Problem  Status/Case  Closure  Page  2 


e)  Referred  to  Other 

Screener/Treatment  Provider  Problem 
Classification  categories  b  or  d 


"Other" 
Form  4 


i)b  Treatment  Terminated  (Maximum  Benefit  Achieved) 
i  i  )d  Sti ! !  under  treatment 

If  d,  then  must  also  be  b,  c,  or  d  above. 


03  Under  Treatment  6  Months  after  Referred 


Source 


*Referred  (Treated  &  referred  OK  also) 
*Further  Treatment  needed 


a) 


b)  Referred;  child  returned  &  was  treated. 
Further  treatment  needed. 

c) 


Mother 


d)  Referred;  Mother  unsure  of  problem  status. 

CHW/APD  checks  with  Doctor's  office. 
Dr.  says  further  treatment  needed. 

e)  Referred  to  Other 

Scr/TX  Provider  Prob.  Class,  d. 
Then  also  a  or  b  above. 


Doctor's 
Of f  ice 


"Other" 
Form  4 


04  Cond i t ion  Noted;  Treatment  Not  Adv i sed 

^Treated  &/or  Referred  to  Other 
*No  further  treatment  needed 

a)  Never  referred;  just  treated  this  visit  Screener 

b) 

c) 

d) 

e)  Referred  to  Other  "Other" 
Scr/Tx  Provider  Problem  Class,  c.  Form  4 


Problem  Status/Case  Closure  Page  3 


05  Treatment  Not  Available 


Source 


^Referred  (Treated  and  referred  OK  also) 

*Needed  Treatment  Not  Completed  (OK  if  further  treatment  also) 

a)  Mother  attempts  to  fol low  up;  BUT 

Needed  service  not  available  in  this  community 
to  this  child  at  this  time 


b)  Mother  attempts  to  follow  up; 

Needed  service  is  available,  BUT 

No  funding  is  available  in  this  community 
to  this  child  at  this  time,  i.e.,  Medicaid 
will  not  pay;  family  cannot  pay  their  own 
expense;  no  other  third  party  payers  will 
pay;  no  alternative  source  of  financing 
known 


Mother 

Appropriate 
Commun  i  ty 
Resources 

Mother 


Appropri  ate 
Commun  i  ty 
Resources 


06  Fami  ly  Moved 

*Ref erred  (Treated  &  referred  OK  also) 

*Some  Contact  with  Family  by  Case  Monitor  (CHW) 

Fami ly  has  moved  from  Pierce  County  Mother  OR 

Re  I i  ab I e  Source 
(CHW  name  source) 

a)  no  treatment  received  after  screen 

b)  treatment  was  in  process 

07  Unab le  to  Contact 

*Ref erred  (Treated  &  referred  OK  also) 
*Unable    to  make  contact  with  family 

08  Refused  Treatment 


^Referred  (Treated  &  referred  OK  also) 

*Needed  Treatment  NotCompleted  (OK  if  further  treatment  also) 

a)  Mother  appears  to  be  interested  in  treatment,  Mother 
but  doesn't  follow  through,  even  with  repeated 
case  monitoring;  Doctor  notified  of  closure 

i)  Van  scheduled  twice;  still  did  not  return  for 
treatment  or  go  for  referral  to  other  Dr. 
notified  of  closure 


ii)  Home  visit  scheduled  by  phone,  with  definite 
appointment,  twice;  not  home  at  time  arranged 
Did  not  return  for  treatment  or  go  for  referral 
to  other 

Dr.  notified  of  closure 


Problem  Status/Case  Closure  Page  4 

Source 


iii)  Mother  makes  3  appointments  and  Mother 
doesn't  keep  them. 

b)  Mother  doesn't  think  problem  or  treatment  Mother 
is  important  enough  to  return  to  visit  doctor 
or  to  cal I  doctor  to  check 
Doctor  notified  of  closure  by  CHW/APD 

c)  Mother  unsure  of  problem  status  OR  denies 
problem  or  need  for  further  treatment. 
CHW/APD  checks  with  Dr.'s  office. 
Doctor  does  want  return  visit  or  referral 
to  other. 

Mother  still  says  "no  problem" 
Dr.  notified  of  closure 

09  Repeated  Appointment  Failure    (Include  all  under  08  a  or  b  after  3/13/78) 

10  Other 

Rare  Exception.  OK  with  Project  Director  before  usinq; 
add  to  list  of  each  CHW  &  APD  &  MDC  &  OE  i  f  to  be  used 
on  regular  basis 

False  Positive 

*Referred  to  Other  (Treated  &  referred  OK  also) 

Child  diagnosed  by  Other 
Suspected  problem  not  confirmed  AND 
No  new  ICDA  Code  noted 


Doctor ' s 
Office 


"Other" 
Form  4 


*No  blank  is  marked  in  Case  Monitor  -  Problem  Status/Case 
Closure  section 


APPENDIX  E-2 
Grouping  of  Case  Closure  Statuses 


Status 

0.  False  Positive 

1.  Treatment/ Immunization 

Completed  k 

2.  Treatment  terminated/maximum 

benefit  achieved 

3.  Under  treatment  6  months 

after  referred 

4.  Condition  noted;  treatment 

not  advised  or  warranted 

5.  Treatment  not  available 

6.  Family  moved 

7.  Unable  to  contact 

8-9.    Refused  treatment/repeated 
appointment  failure 
10.  Other 


Case 
Retention 

Retained 

Retained 

Retained 

Retained 

Retained 
Not  Retained 
Not  Retained 
Not  Retained 

Not  Retained 
Not  Retained 


Probl em 
Resol ution 


Resolved 

Resolved 
* 

Resolved 
Not  Resolved  Not  Converted 
Not  Resolved  Not  Converted 
Not  Resolved    Not  Converted 

Not  Resolved  Not  Converted 
Not  Resolved    Not  Converted 


Case  Conversion/ 
Compl etion 

Converted 

Converted 

Converted 
* 

Converted 


*0mitted  from  both  numerator  and  denominator. 

Proportion  of  cases  retained:  Proportion  of  cases  in  which  al 1  problems  were 
closed  by  status  0,  1,  2,  3,  or  4. 

Proportion  of  problems  resolved:    The  number  of  problems  that  are  resolved 
divided  by  the  total  number  of  problems  (excluding  false  positives  and  those 
still  under  treatment). 

Proportion  of  cases  converted/ completed:    Proportion  of  cases**  in  which... a  11 
problems  were  closed  by  statuses  0,  1,  2,  or  4. 


**Cases  in  which  one  or  more  problems  are  still  under  treatment  (status  3) 
are  omitted  from  both  the  numerator  and  denominator. 
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DENTAL  STUDY 


ABSTRACT/OVERVIEW 

This  is  the  final  report  on  the  Pierce  County  (WA)  EPSDT  Demonstration 
Project's  dental  study  covering  the  period  of  August  1978  through 
January  1979.    The  purpose  of  this  study  was  to  describe  the  effect 
of  the  addition  of  special  dental  screening  services  provided  by  a 
dental  hygienist  to  the  EPSDT  screen  on  the  rate  of  dental  problems 
which  are  identified  for  further  diagnosis  and  treatment.    Results  from 
this  study  indicate  that  the  addition  of  special  dental  screening 
significantly  increased  the  proportion  of  EPSDT  screens  in  which 
dental  problems  are  found.    The  study  obtained  descriptive  data  on 
dental  health  in  Pierce  County  and  identified  a  population  at  risk 
for  dental  disease. 

BACKGROUND  AND  OBJECTIVES 

Although  precise  data  on  dental  problems  in  Pierce  County  is  not 
available,    national  health  status  data  reveal  that  oral  disease 
and  dental  problems  are  the  most  widespread  human  ailments  in  the 
United  States.    More  than  95%    percent  of  the  American  people  are 
affected  by  dental  disease.    Tooth  decay  is  by  far  the  most  prevalent 
form  of  dental  disease  in  the  young.    It  is  followed  by  gum  diseases 
which  may  begin  to  appear  during  the  early  teens  and  then  progress 
as  one  gets  older.    The  average  six-year-old  has  experienced  3.7 
decayed  teeth,    while  the  average  sixteen-year-old  has  seven  decayed, 
missing  or  filled  teeth.    The  number  of  filled  teeth  among  youths  is 
directly  related  to  family  income.    In  fiscal  year  1971,  expenditures 
for  dental  services  exceeded  $4  billion,  and  approximately  six  percent 
of  the  health  care  dollar  was  spent  on  dental  services. 

While  the  vast  majority  of  infectious  diseases  can,  and  are,  being 
prevented  by  measures  which  either  require  no  intervention  by  physicians 
or  their  aides  or  involve  a  very  limited  amount  of  professional  time 
(i.e  immunizations  and  environmental  control),  with  the  exception  of 
water  flouridation  and  effective  tooth  brushing,  primary  preventive 
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methods  are  not  now  available  for  the  prevention  of  dental  disease. 
In  addition,  once  tooth  decay  begins,  it  will  not  "clear  up"  with 
time  and  bed  rest  as  do  many  other  kinds  of  diseases.    Treatment  must 
be  initiated  or  decay  will  result  in  loss  of  the  tooth  or  serious 
infection. 

Both  the  prevalence  of  dental  disease  and  its  seriousness  if  left 
untreated  suggest  that  referrals  for  dental  problems  should  constitute 
a  good  percentage  of  the  problems  referred  for  treatment  under  the 
EPSDT  program.    According  to  recent  information  from  the  American 

Dental  Association  the  percentage  of  dental  problems  identified  at 
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EPSDT  screen  for  further  diagnosis  and  treatment  is  45%.  However, 
the  percentage  of  dental  problems  identified  for  further  treatment  in 
the  Washington  State  research  project  "Demonstration  in  Follow-up: 
EPSDT"  in    Pierce  County  is  substantially  below  the  national  figures. 
Dental  problems  constitute     4.0%     of  the  problems  identified  for 
further  diagnosis  and  treatment  in  the  project.    Even  if  we  correct 
this  figure  for  the  high  percentage  of  infants  in  the  project  for 
whom  dental  screening  is  inappropriate,  dental  problems  still  constitute 
only  4.9%  of  the  problems  identified  for  further  diagnosis  and  treat- 
ment. 

Since,  with  the  exception  of  two  small  population  pockets,  water  in 
Pierce  County  is  not  flouridated,  it  seems  unlikely  that  the  figure 
for  dental  problems  identified  is  accurate.    Rather,  Project  staff 
suspect  that  the  dental  component  of  the  EPSDT  screen  has  not  been 
wel 1 -publ icized  by  the  State  Medicaid  agency,  and  that  it  is  being 
overlooked  by  the  private  physicians  who  provide  85%  of  all  EPSDT 
screens  which  come  in  to  the  project.    Consequently,  in  an  effort  to 
obtain  more  accurate  data  on  dental  problems  in  Pierce  County,  in 
August  1978  the  EPSDT  Demonstration  Project  contracted  with  a  dental 
hygienist  to  provide  special  dental  screening  services  and  dental 
health  education  to  selected  participants  in  the  county.  These 
participants  included  Medicaid  and  non  Medicaid  eligible  children 
who  received  EPSDT  screens  through  Tacoma-Pierce  County  Well  Child 
and  Adolescent  clinics  and  Medicaid  eligible  children  who  received 
EPSDT  screens  from  private  Project  providers. 
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The  primary  purposjeof  the  study  was  tc  describe  the  effect  of  the 
addition  of  special  dental  screening  services  provided  by  a  dental 
hygienist  on  the  rate  of  dental  problems  identified  for  further 
diagnosis  and  treatment.    Specifically  the  objectives  were: 

1)  to  compare  the  referral  rate  for  dental  problems  among  a 
sample  of  the  EPSDT  population  with  access  to  special  dental 
screening  services  with  the  referral  rate  for  dental  problems 
among  the  on-going  EPSDT  Demonstration  Project  population 
without  access  to  these  services. 

2)  to  obtain  descriptive  data  about  dental  health  in  Pierce 
County  as  identified  through  special  dental  screening. 

After  the  study  began,  a  third  objective  was  added: 

3)  to  document  the  difference  in  the  number  of  dental  problems 
identified  in  the  same  child  by  the  dental  hygienist  and 

the  private  physician,  each  screening  the  child  independently 
of  one  another. 

DATA  COLLECTION 

The  special  dental  screening  service  was  offered  to  both  Medicaid 
and  non-Medicaid  children  in  a  non  random  sample  of  Health  Department 
clinics  and  private  homes  over  the  six  month  period  August  1978  - 
January  1979.    The  dental  hygienist  spent  16  hours  per  week  providing 
dental  health  education    and  screening  to  children  over  two  years  of 
age  in  clinic  and  home  settings  throughout  Pierce  County. 

Health  department  clinic  sites  were  visited  monthly  by  the  dental 
hygienist  to  obtain  data  about  the  number  and  kinds  of  dental  problems 
reported  in  the  special  dental  screen.    After  obtaining  consent  for  the 
special  dental  screening  service  the  dental  hygienist  provided  instruction 
in  dental  health  care  and  treated  each  child  with  sodium  fluoride.  The 
mouth  was  examined  and  oral  hygiene  was  evaluated  on  a  scale  of  one  to 
three  (good  -  poor).    After  the  examination,  referrals,  when  appropriate, 
were    made  to  dental  health  care  professtional s .    A  special  dental 
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screening  form   was  used  to  record  information  about  the 
dental  health  of  each  child  screened  as  well  as  age  and  Medicaid 
eligibility.    Additionally,    if  the  child  also  received  a  complete 
EPSDT  screen,  the  dental  hygienist  noted  her  findings  as  normal  or 
abnormal  on  the  Project's  existing  EPSDT  screening  form. 

Special  dental  screening  services  in  the  home  were  offered  to  children 
who  recently  received  EPSDT  screens  by  private  Project  physicians 
in  an  effort  to  document  the  differences  in  dental  screens  completed 
by  a  dental  hygienist  and  private  physicians.    Families  of  children 
screened  through  the  EPSDT  Project  were  contacted  to  obtain  their 
consent  for  dental  screening.    The  dental  hygienist  visited  the  home, 
instructed  the  child  in  dental  health  care  and  performed  a  dental 
examination.    The  dental  hygienist  recorded  her  findings  as  normal  or 
abnormal  on  the  Project's  EPSDT  screening  form  as  well  as  noted 
whether  or  not  a  dental  referral  had  been  made  by  the  private  physician 
at  the  EPSDT  screen. 

CLIENT  CHARACTERISTICS 

From  August  1978  to  January  1979    525  special  dental  screens  were 
completed  in  15  Well  Child  and  Adolescent  clinics  throughout  Pierce 
County.    Dental  screens  by  clinic  is  shown  in  Table  1.    The  age 
distribution  of  children  screened  is  also  shown  in  Table  1.  Over 
half,  50.5%  of  the  children  screened  were  preschoolers  and  early 
school  age,  3-7  years.    Less  than  one  percent  of  all  screens 
were  completed  on  young  adults,    18-21  years.    This  age  distribution 
accurately  reflects  the  population  of  WCC  and  Adolescent  Health 
Department  clinics. 

Of  those  children  receiving  special  dental  screening  in  Health 
Department  clinics  13.9%  were  Medicaid  eligible.      Medicaid  eligib- 
ility by  clinic  is  shown  in  Table  2.    Four  clinics  screened  reported 
a  high  proportion  (more  than  15%  of  total  screened)  of  AFDC  eligible: 
YWCA  (60.0%),  Lakewood  Adolescent  (31.0%),  Mary  Bridge  (21.2%),  and 
Southside  (17.4%).    The  age  distribution  of  AFDC  children  screened 
does  not  differ  significantly  from  non  AFDC  children. 


Arranging  the  home  visit  component  of  the  dental  study  proved 
difficult  --  only  eight  special  dental  screens  were  completed  on 
children  also  screened  by  private  providers.    Major  obstacles  in 
completing  dental  screens  in  the  home  proved  to  be  the  difficulty 
in  contacting  families  to  arrange  for  screening  appointments  and 
the  fact  that  most  children  were  ir  school  until  after  3:00  o'clock. 
Because  of  the  small  number  of  screens  completed,  the  study  was 
terminated  after  2  months.    The  sample  included  children,  ages  4-7 
years,  who  were  screened  by  the  two  high  volume  Project  providers. 

SCREEN  RESULTS 

Special  dental  screening  services  in  the  Health  Department  clinics 
setting  has  increased  the  percentage  of  EPSDT  screens  with  referrable 
dental  conditions  from  12.2%  in  clinic  screens  without  the  screening 
service  to  38.9%  in  the  special  dental  screening  group.    This  is  a 
large  and  statistically  significant  increase  and  is  reflected  in  all 
age  groups.    Clearly,  the  majority  of  dental  problems  are  not  identified 
at  the  EPSDT  screen. 

The  dental  hygienist  made  dental  referrals  in  three  areas:    1)  for 
obvious  or  suspected  decay,  2)  for  annual  checkup  and  prophylaxis  and 
3)  for  orthodontia.    38.9%  of  all  children  screened  were  referred  to 
the  dentist  for  one  or  more  of  these  problems.    Table  3  shows  the  percentage 
of  screens  reporting  dental  referrals  by  AFDC  eligibility  and  clinic.  Six 
clinics  identified  dental  problems  in  over  50%  of  all  children  screened: 
Eastside  Adolescent,  Southside,  Lakewood  Adolescent,  YWCA,  Parkland, 
and  Spanaway  Adolescent.    Preschool  and  early  school  age  children,  3-7 
years  old  and  teenagers  had  the  highest  referral  rates. 

Referrals  for  suggested  or  obvious  decay  were  made  in  22.1%  of  all 
children  screened.    Table  4  shows  that  the  problem  finding  rate 
increases  with  age,  with  20.4%  of  all  3-7  year  olds  requiring  referrals 
to  50.0%  of  all  teenagers  having  decay  problems.    Of  all  children 
screened,  15.6%  reported  more  than  one  year  since  their  last  dental 
checkup.    Preschool  and  early  school  age  (3-7  years)  children  had 
the  highest  rate  of  referrals  for  annual  checkups,  (21.1%).    Most  of 
these  children  had  never  visited  a  dental  health  care  professional. 
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Orthodontia  referrals  were  made  for  9  (1.7%)  children.    Two  thirds 
of  these  children  were  Medicaid  eligible  for  whom  orthodontia 
services  are  not  available. 

Medicaid  eligible  children  screened  differed  significantly  from 
non  Medicaid  children  in  the  proportion  of  dental  problems  reported. 
53.4%  of  all  Medicaid  eligible  children  screened  were  referred  for 
further  diagnosis  and  treatment  compared  with  36.5%  of  the  non 
Medicaid  children  (Table  3).    Clinics  with  high  proportions  of  AFDC 
eligibles  referred  to  dental  health  professional  are  shown  in 
Table  6;  YWCA  clinic  reported  78.3%  of  all  AFDC  children  screened 
were  referred  for  further  diagnosis  and  treatment. 

The  dental  hygienist  evaluated  the  dental  hygiene  of  all  children 
screened  in  health  department  clinics.    A  majority  of  those  children 
screened  (53.1%)  had  a  Fair  hygiene  rating,  indicating  some  plaque 
was  observed  but  that  the  mouth  was  fairly  clean  overall.    Of  those 
with  Poor  hygiene,  41%  were  older  children  aged  12-17  years.    Table  5 
suggests  that  children  maintain  good-fair  hygiene  throughout  their 
early  school  years  but  neglect  personal  dental  care  in  the  teen  years. 

The  small  sample  size  (N=8)  of  the  special  dental  screening  service 
in  the  home  and  the  nonrepresentati ve  sample  necessarily  limits  the 
evaluation  of  dental  problem  finding  rates  for  EPSDT  provider  screened 
children  and  the  same  children  screened  by  the  dental  hygienist. 
In  63%  (5)  of  the  children  screened  both  by  the  EPSDT  provider  and  the 
dental  hygienist,  a  referral  for  further  diagnosis  and  treatment  was 
made  by  the  dental  hygienist.    The  EPSDT  providers  reported  no  dental 
referrals  for  the  same  group  of  children.    Data  from  this  small  sample 
confirms  findings  from  the  group  receiving  special  dental  screening 
in  the  clinic  setting:  the  EPSDT  physician  is  providing  at  best  only 
a  cursory  dental  screen. 

DISCUSSION 

Data  from  this  study  demonstrate  that  the  incidence  of  referrable 

dental  conditions  in  Pierce  County  is  significantly  higher  than  EPSDT 

Demonstration  Project  data  indicates.  Findings  indicate  that  private 
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and  public  sector  providers  have  not  effectively  incorporated  the 
dental  component  into  the  EPSDT  screen.    Because  38.9%  of  all  children 
screened  require  referral  to  a  dental  health  care  professional  (up  to 
83%  in  certain  populations)  it  is  essential  that  a  thorough  dental 
screening  program  be  adopted  to  identify  those  children  requiring 
further  diagnosis  and  treatment. 

The  data  from  Health  Department  dental  clinic  screenings  identifies 
WCC  and  Adolescent  clinic  patients  at  risk  for  dental  disease: 
preschoolers  and  teenagers,  especially  Medicaid  eligibles,  screened 
at  these  area  Well  Child  and  Adolescent  Clinics:    Eastside  Adolescent, 
Southside,  Lakewood  Adolescent,  YWCA,  Parkland,  and  Spanaway  Adolescent. 


8 

FOOTNOTES 
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TABLE  4  PROPORTION  OF  DENTAL  SCREENS  REPORTING 
REFERRABLE  CONDITIONS  BY  AGE 


AGE  REFERRABLE  CONDITIONS 


All 
Conditions 

Decay 

Annual 

Orthodontia 

Total 

38.9% 

22.1% 

15.6% 

1.7% 

0-2  years 

9.8 

0.0 

9.8 

0.0 

3-7  years 

41  .9 

20.4 

21 .1 

0.8 

8-12  years 

33.9 

22.8 

8.7 

3.2 

13-17  years 

48.9 

35.2 

11 .4 

3.4 

18-21  years 

75.0 

50.0 

25.0 

0.0 

'13 


TABLE  5  HYGIENE  EVALUATION 
AGE  HYGIENE  EVALUATION 

Good  Fair  Poor 


N 

% 

No. 

% 

No. 

% 

No 

% 

Total 

525 

100% 

203 

38. 

7% 

287 

54. 

7% 

34 

6. 

5' 

0-2  years 

41 

100 

12 

29. 

3 

29 

70. 

7 

0 

0 

0 

3-7  years 

265 

100 

104 

39. 

3 

151 

57. 

0 

10 

3. 

8 

8-12  years 

127 

100 

44 

34. 

7 

74 

58. 

3 

9 

7 

1 

13-17  years 

88 

100 

41 

46. 

6 

33 

37. 

5 

14 

15 

1 

18  -  21  years 

4 

100 

2 

50. 

0 

1 

25. 

0 

1 

25 

0 

APPENDIX  G 
FAMILY     PLANNING     SUBSTUDY  PROPOSAL 
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Family  Planning  Project 
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Background  and  Importance 

The  major  goals  and  objectives  of  the  Washington  State  Family  Planning  Program  for 
1978  include  expansion  of  services  to  teenagers,  coordination  with  other  State  of  Wash- 
ington Department  of  Social  and  Health  Services  agencies,  and  maximization  of  third- 
party  reimbursements.^    These  goals  and  objectives  correspond  closely  with  the  recent 
Federal  mandate  to  the  EPSOT  program  to  coordinate  its  goals,  procedures  and  delivery 
of  services  with  other  HEW-funded  programs,  and  to  develop  linkages  which  will  improve 
program  interface  in  three  "areas :    expanded  outreach,  greater  delivery  of  health  services 
to  individuals  eligible  for  Medicaid,  and  enhanced  follow- through.    This  similarity 
between  the  goals  and  objectives  of  the  two  programs  suggests  that,  at  the  Federal  and 
State  levels,  optimum  conditons  exist  for  developing  and  testing  a  model  for  effective 
coordination  between  the  Family  Planning  Program  and  EPSDT  in  Washington  State. 

The  model  will  be  tested  in  Pierce  County  and  will  involve  coordination  between  the 
EPSDT  Demonstration  Porject  and  the  Family  Planning  Clinic  operated  through  the  Tacoma- 
Pierce  County  Health  Department.    Several  features  of  this  clinic  make  it  an  optimum 
setting  in  which  to  test  the  possibilities  for  interagency  coordination  between  Family 
Planning  and  EPSDT.    They  include  the  following: 

1)  The  Tacoma-Pierce  County  Health  Department  Family  Planning  Clinic  offers 
several  services  in  addition  to  the  usual  Family  Planning  services.  These 
include  counseling,  a  limited  amount  of  treatment  for  conditions  identified 
at  the  clinic,  and  a  commitment  to  provide  follow-up,  where  possible,  for  all 
clients. 

2)  The  Tacoma-Pierce  County  Health  Department  Family  Planning  Clinic  has  the 
highest  percentage  of  Medicaid  payees  in  the  State  of  Washington.'  During 
the  first  3  months  of  1978,  there  were  299  Family  Planning  Clients  20  years 
old  and  younger,  of  whom  77  or  25.7%  were  Medicaid-el igible  and  another  11 
were  probably  eligible.** 

3)  The  vast  majority  of  the  women  who  utilize  the  clinic  do  not  have  a  private 
physician,  nor  are  they  receiving  regular  health  care.    Only  18,  or  23.4% 
of  the  77  confirmed  Medicaid-el igible  Family  Planning  clients,  obtained 

an  EPSDT  screen  within  the  last  18  months. 

As  a  group,  the  young  women  who  will  participate  in  this  project  require  a  number  of 
health  and  social  services  and  are  at  risk  for  a  wide  variety  of  health  and  social- 
emotional  problems.    Limited  data  from  the  EPSDT  Demonstration  Project  indicate  that 
the  proportion  of  EPSDT  screens  in  which  problems  are  identified  (excluding  immunization) 
riser  from  59.1%  for  infants  to  72.2%  for  those  aged  14  and  over.    The  mean  number  of 
problems  per  screen  also  rises  from  0.94  for  infants  to  1.25  for  adolescents  aged  14- 
20. 5 


Program  Description 


The  purpose  of  the  project  is  to  develop  and  test  on  the  local  level  a  model  for  effect 
coordination  between  Family  Planning  and  EPSDT  which  is  repl i cable  in  other  jurisdictio 
in  Washington  State.    The  model  has  the  following  features:  1)  the  provision  on-site 
at  the  Tacoma-Pierce  County  Health  Department  Family  Planning  Clinic  of  those  EPSDT 
screening  procedures  not  currently  included  as  part  of  Family  Planning  services. 
These  procedures  include  vision  hearing  and  dental  checks;  an  assessment  of  the  eyes, 
ears,  nose  and  throat;  a  developmental  assessment;  and  an' immunization  assessment  and 
update,    2)  the  provision  of  expanded  follow-up  services  to  clients  requiring  referrals 
for  diagnosis  and  treatment,  3)  the  development  of  strategies  for  maximizing  third 
party  reimbursements  (primarily  Title  XIX)  for  Family  Planning/EPSDT  services,  4)  the 
development  of  efficient  service  delivery  models  and  procedures  which  integrate  the 
additional  EPSDT  services  and  expanded  follow-up  capabilities  into  the  Family  Planning 
context. 


The  case  for  coordination  is  persuasive.    Coordination  between  Family  Planning  and 
EPSDT  will  have  several  important  outcomes: 

1)  It  will  improve  access  to  and  reduce  duplication  of  health  services  for  individual 
eligible  for  Medicaid  by  combining  at  one  location  the  services  delivered  by  two 
separate  Federally-assisted  health  programs. 

2)  It  will  increase  utilization  of  EPSDT  services  by  the  adolescent  population  which 
historically  has  had  a  low  rate  of  participation  in  the  program.  Statistics 
from  the  EPSDT  Demonstration  Project  indicate  that,  as  of  June  1,  1978,  of  the 
2548  children  screened  as  part  of  the  Project,  only  162  or  6.4%  were  between 

the  ages  of  14-20.    Implementation  of  this  project  wTTT  result  in  approximately 
300  additional  adolescent  screenings  between  December,  1978,  and  August,  1979, 
through  the  Family  Planning  Clinic  alone— an  increase  of  almost  200%  in  the  num- 
ber of  adolescents  screened  and  participating  in  the  EPSDT  Demonstration  Project. 

3)  It  will  provide  prototype  information  for  the  inclusion   of  EPSDT  screening 
procedures  at  other  Family  Planning  CI inics  in  Washington  State. 


This  proposal  has  the  following  objectives: 

1)  To  dete-minethe  cost  increment  of  providing  on-site  at  the  Family  Planning 
Clinic  those  EPSDT  screening  services  which  are  not  currently  part  of  the  regu- 
lar Family  Planning  examination. 

2)  To  explore  the  feasibility  of  Title  XIX  reimbursement  for  treatment  by  Family 
Planning  clinics  of  minor  problems  identified  through  Family  Planning-EPSDT 
procedures. 

3)  To  determine  the  scope  and  content  of  agency  agreements  necessary  for  efficient 
coordination  between  Family  Planning  and  EPSDT  at  the  State  level,  and  to  im- 
plement written  agreements  which  will  result  in  effective  collaboration  between 
appropriate  units  of  Department  of  Social  and  Health  Services  and  local  providers 
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(These  agreements  should  include  provisions  for  preserving  confidentiality  by 
insuring  that  EPSDT  services  provided  at  Family  Planning  clinics  do  not  appear 
on  the  end  of  the  month  billing  statements  (EOMB)  mailed  to  Medicaid  recipients; 
and  provisions  for  the  annual  review  of  all  agreements  to  determine  their  con- 
tinuing appropriateness  and  applicability.) 

4)  To  develop  efficient  service  delivery  models  and  procedures  which  integrate 
the  additional  EPSDT  services  and  expanded  follow-up  capabilities  into  the 
Family  Planning  Clinic  context. 

5)  To  determine  the  costs  of  providing  extended  case  monitoring  to  treatment  com- 
pletion for  conditions  identified  as  a  result  of  the  Family  PI anning/EPSDT  screen. 

6)  To  assess  the  effects  of  this  extended  case  monitoring  system  on  treatment  out- 
comes by  measuring  the  following  proportions: 

a)  the  proportion  of  cases  converted  from  unwell  to  well 

b)  the  proportion  of  problems  that  are  successfully  resolved,  and 

c)  the  proportion  of  problems  receiving  initial  treatment  within  sixty  days  after 
screening 

7)  To  compare  data  about  the  target  group  who  receive  both  Family  Planning  and 
EPSDT  services  at  the  Family  Planning  Clinic  with  data  about  a  sample  group 
who  receive  both  Family  Planning  and  EPSDT  services,  but  at  separate  sites. 


Evaluation  Description  and  Design 


Data  for  this  project  will  be  analyzed  both  on-site  in  Pierce  County  and  at  the  Health 
Services  Research  Institute  (HSRI)  in  San  Antonio.    Objectives  1,  2,  3,  4  and  7  will 
be  the  responsibility  of  the  EPSDT  Demonstration  Project  staff  in  Pierce  County,  while 
Objectives  5  and  6  —  the  analysis  of  routine  cost  and  service  data  —  will  be  handled 
by  HSRI. 

For  Objective  1,  EPSDT  Project  staff  will  design  a  time  sheet  for  keeping  track  of 
the  amount  of  time  required  to  provide  the  additional  EPSDT  screening  procedures  at 
the  Family  Planning  clinic. 


Objectives  2  and  3  will  entail  a  series  of  negotiations  between  representatives  of 
relevant  units  within  State  government  which  will  be  facilitated  by  EPSDT  Demonstration 
Project  staff.    The  elements  which  may  be  appropriate  to  most  such  agreements  are  out- 
lined in  an  Health,  Education  and  Welfare  Action  Transmittal  entitled  "Medicaid 
Interagency  Relationships." 


Objective  4  will  be  implemented  on  the  local  level  through  a  series  of  discussions 
and  experiments  carried  out  jointly  by  the  Tacoma-Pierce  County  Health  Department 
Family  Planning  Clinic  and  the  EPSDT  Demonstration  Project,  in  consultation  with  repre- 
sentatives from  the  Family  Planning  Program  and  EPSDT  at  the  State  level. 


For  Objective  7,  EPSDT  Project  staff  will  utilize  two  primary  data  sources.  For 
Family  Planning  clients  receiving  EPSDT  screens  at  the  Family  Planning  Clinic,  they 
will  analyze  data  obtained  from  the  screening  and  medical  referral  sheets.  For 
the  sample  group  who  receive  both  EPSDT  and  Family  Planning  but  at  separate  sites, 
Project  staff  will  review  the  Medicaid  patient  profiles  obtained  from  State  data 
sources. 

Progress  toward  meeting  these  objectives  will  be  evaluated  using  thirteen  perfor- 
mance indicators  devised  by  EPSDT  staff  to  measure  project  activity.    (See  Attach- 
ment A  at  end. ) 

Objectives  5  and  6  will  be  handled  by  the  Health  Services  Research  Institute  which 
will  analyze  the  routine  cost  and  services  data  provided  on  regular  Project  data 
sheets.    For  purposes  of  this  Project  the  Family  Planning  Clinic  will  be  identi- 
fied as  a  separate  provider.    Screens  given  to  Family  Planning  clients  will  be  flagged 
on  Form  2  and  analyzed  in  the  same  manner  as  those  of  other  providers.    Case  moni- 
toring costs  will  be  calculated  by  adding  a  separate  Family  Planning  entry  on  the 
Project  time  sheet;  this  will  simply  be  another  activity  code  similar  to  those 
already  in  use. 


Attachment  A 
EPSOT/Family  Planning  Project  Performance  Indicators 
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1.  By  May  31,  1978,  complete  the  initial  discussions  with  Tacoma-Pierce  County  Health 
Department,  Family  Planning  Clinic,  and  the  Washington  State  Family  Program  de- 
signed to  reach  agreement  on  the  parameters  of  the  project. 

2.  By  June  15,  1978,  complete  a  draft  of  a  formal  agreement  outlining  the  respon- 
sibilities of  all  participants  in  the  project  and  the  terms  and  conditions  of 
their  participation. 

3.  By  July  15,  1978,  obtain  the  assent  of  all  participants  in  the  project  to  the  formal 
agreement. 

4.  By  July  25,  1978,  collect  and  analyze  baseline  data  on  adolescent  Family  Planning 
clients  who  visited  the  clinic  during  the  first  three  months  of  1978;  and,  using 
this  data,  prepare  a  proposal  in  support  of  a  request  for  Medicaid  reimbursement 
for  EPSOT  screening  procedures  provided  on-site  at  the  Tacoma-Pierce  County  Health 
Department  Family  Planning  Clinic. 

5.  By  September  1,  1978,  obtain  a  response  from  Washington  State  to  the  request  for 
Medicaid    reimbursement  for  EPSDT  screening  procedures  provided  on-site  at  the 
Tacoma-Pierce  County  Health  Department  Family  Planning  Clinic. 

6.  By  October  1,  1978,  identify  the  training  needs  of  both  the  Family  Planning  Clinic 
staff  and  the  EPSDT  Demonstration  Project  staff  who  will  participate  in  the  EPSDT/ 
Family  Planning  project. 

7.  By  November  1,  1978,  conclude  discussions  with  the  Tacoma-Pierce  County  Health 
Department  Family  Planning  Clinic  about  implementing  regularly-scheduled  clinics 
designed  specifically  for  adolescents,  at  which  EPSDT  screening  would  be  provided. 

8.  By  November  30,  1978,  complete  training  of  all  staff  who  will  participate  in 
the  EPSDT/Family  Planning  project. 

9.  By  December  1,  1978,  begin  provision  of  additional  EPSDT  screening  procedure  for 
all  Medicaid-eligible  adolescents  who  utilize  the  services  of  the  Tacoma-Pierce 
County  Health  Department  Family  Planning.  Clinic. 

10.  By  March  1,  1979,  review  progress  toward  project  goals  and  objective  with  the 
staff  of  the  Family  Planning  Clinic,  and  modify  project  activity  as  necessary. 


EPSDT/Family  Planning 

Project  Performance  Indicators,  Page  2 


11.  By  August  31,  1979,  close-out  the  provision  of  additional  EPSDT  screening  pro- 
cedures at  the  Tacoma-Pierce  County  Health  Department  Family  Planning  Clinic. 

12.  By  October  1,  1979,  conclude  discussions  with  the  staff  of  the  Family  Planning 
Clinic  on  the  success  of  the  project  in  meeting  its  stated  goals  and  objectives. 

13.  By  December  1,  1979,  complete  a  report  on  the  Family  Planning  Project  which  includes 
information  on  the  following: 

a)  the  feasibility  of  providing  at  Family  Planning  clinics  in  Washington  State 
those  EPSDT  screening  procedures  not  currently  included  as  part  of  the  regular 
Family  Planning  examination, 

b)  the  costs  of  providing  addtional  EPSDT  Screening  services  at  the  Tacoma-Pierce 
County  Health  Department  Family  Planning  Clinic, 

c)  the  costs  and  effectiveness  of  providing  follow-up  for  clients  requiring  diag- 
nosis and  treatment, 

d)  descriptive  data  about  Medicaid-el igibl e  Family  Planning  clients  under  the 
age  of  21 . 
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APPENDIX  H-1 
EPSDT  MAXIMUM  ALLOWANCE 


: 
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I 
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DEPARTMENT  OF  SOCIAL  ADD  HEALTH 
Olympia 


SERVICES 


TO: 


FROM: 


SUBJECT: 


COMMUNITY  CLINICS 
LOCAL  HEALTH  DEPARTMENTS 
REGIONAL  ADMINISTRATORS 
ESSO  ADMINISTRATORS 

OFFICE  OF  ME1ICAL  ASSISTANCE  LK-11 
Robert  P.  Hall,  Medical  director 
Richard  Ned  Nelson,  Chief 

EPSBT  MAXIMUM  ALLOWANCE 


MEMORANDUM  NO.  77-96 
Issued  July  14,  1977 

Contact:  (206)  753-7313 


Effective  vith  EPSDT  screening  service  "beginning  July  1,  1977 »  the  maximum 
schedule  of  allowance  is  increased,  as  follows: 

§f8Q9       Annual  screening  $20.31 

09091       Interim  screening  13.5** 

•90U       Screening,  under  age  one  20.31 

The  Department  does  not  have  sufficient  money  for  across-the-hoard  fee 
adjustment  hut  .has  used  the  Fiscal  Year  1978  Legislative  appropriation  to 
correct  the  most  serious  inequities. 


APPENDIX  H-2 


EARLY  AND  PERIODIC  SCREENING, 
DIAGNOSIS  AND  TREATMENT 
(EPSDT) 


EARLY  AND  PERIODIC  SCREENING,  DIAGNOSIS  AND  TREATMENT  ( EPSDT ) 


The  EPSDT  program  provides  a  preventive  screening  examination  to  recipients 
under  the  age  of  21  who  have  a  valid  medical  ID  coupon.  Any  physician  with 
a  Medicaid  agreement  or  local  health  department  or  community  clinic  with  an 
EPSDT  agreement  may  provide  an  EPSDT  screening  examination. 

An  unclothed  examination  is  required  including: 

a.  medical  history 

b.  assessment  of  physical  growth  and  mental'  development 

c.  inspection  of  ears,  nose,  mouth,  teeth  and  throat 

d.  vision  screening  (eyechart  or  arm  movement  for  infants) 

e.  auditory  screening  (tuning  fork  or  equivalent) 

f.  screening  for  cardiac  abnormalities 

g.  screening  for  anemia  (hematocrit  or  hemoglobin) 

h.  screening  for  sickle  cell  trait  (children  at  risk  if  not  previously  tested) 

i.  urine  screening  (pimple  dipstick  or  complete  urinalysis) 
j.    blood  pressure  (children  12  years  or  older) 

k.  assessment  and  updating  immunizations 
1.     tuberculosis  screening,  if  indicated. 

FollouMip  definitive  diagnosis  and  treatment  may  be  provided  under  procedures 
and  regulations  of  the  existing  medical  program.    EPSDT  screening  service  is 
not  counted  in  the  usual  limitation  of  one  office  call  a  month  for  treatment 
of  a  medical  complaint.    When  a  health  deviation  is  discovered  during  screen- 
ing, follow-up  treatment,  when  required,  may  be  given  by  a  physician  screener 
on  the  same  day  as  the  screening  and  billed  on  a  separate  Physician"s  Invoice 
Form  525-100  using  the  appropriate  procedure  code  from  the  Schedule  of  Maximum 
Allowances    and  checking  EPSDT  follow-up  in  Block  5«    Continuing  treatment 
visits,  however,  fall  within  the  one-a-month  treatment  limitation. 

EPSDT  screening  is  not  an  acceptable  procedure  for  the  allowable  prepunched 
card  and  listing  billing  some  providers  currently  submit. 

ANNUAL  SCREENING 

Qypr  age  one  -  The  screening  fee  (Code  09000)  will  be  paid  when  screening 
an  eligible  person  the  first  time  and  for  one  screening 
annually  thereafter.     (Annually  is  defined  as  12  months 
since  the  last  screen.) 

Under  age  one  -  For  children  under  age  one  a  maximum  of  five  screenings  are 
allowed  at  the  screening  fee  (Code  09011)  when  conducted 
according  to  the  schedule  as  listed  under  code  09011. 


INTERIM  SCREENING 


Screening  done  in  less  than  12  months  ( for  children  age 
one  and  over)  or  oftener  than  the  above  periodicity 
schedule  (for  children  under  age  one)  will  be  paid  on 
Code  O9OOI  when  justified  by  indicating  the  need  in  Box  18 
of  the  Physician's  Invoice. 


SINCLE  PROCEDURES 


Single  procedure  billings  may  be  made  at  any  time  after  an 
initial  or  subsequent  screening,  e.g.  for  blood  tests, 
immunization  up-date  visits,  urine  tests  or  skin  test  which 
do  not  involve  a  total  screening  examination.    Check  "screening" 
in  Box  5  on  the  Physician's  Invoice  and  bill  for  the 
procedure  only. 


Completing  billing  form  for  EPSDT 


Box  5:    Check  EPSDT  SCREEN  for  Annual  or  Interim  screening 
Box  8:    Use  code  from  list  below. 

09000  Annual  Screening 

09001  Interim  screening 

09011         Screening  during  the  first  year  of  life  only, 
when  conducted  on  the  following  schedule 
-one  screening  up  to  six  weeks  of  age 
-one  during  two  to  three  months  of  age 
-one  during  four  to  five  months  of  age 
-one  during  six  to  seven  "months  of  age 
-one  during  eleven  to  twelve  months  of  age 

07999         Miscellaneous  x-ray  -  designate  actual  x-ray 
performed,  with  justification 

08018         Miscellaneous  lab  -  designate  actual  lab 

work  performed,  other  than  those  listed  below 
w;   08681  Hematocrit 

08622  Hemoglobin 

08936         Complete  urine  (no  additional  payment  made 

for  simple  dipstick) 
09320         Skin  test  with  bacterial,  viral,  or  fungal 

extracts  (e.g.  brucella,  tuberculin,  etc.) 

Justification  is  required. 
09999         Total  immunization  update  (per  visit) 


$20.31 
13.54 
20. 3L 


usual/customary 

usual/customary 

2.71 
2.71 
3-39 

6.77 
3.00 


Box  9:    Enter  one  of  the  following 

XQ  Tests  Negative 

XI  Be fused  treatment  or  referral 

X2  No  one  in  area  to  refer  to 

X3  Not  taking  new  patients 

X9  Other  (Specify  in  Box  18) 

Y  Referred  for  treatment 


Box  11: 


Box  18: 
Box  19: 


Indicate  the  problems  found  -  use  up  to  four  codes. 

Sample-    BCI  (Child  had  Hearing,  Vision  and  Allergy  problems) 


A    -  Dental 

B    -  Hearing 

C    -  Vision 

D    -    Lead  Poisoning 

E    -  Anemia 

Code  "Y0O5"    Well  Patient  Exam 


F  -  Upper  Respiratory 

G  -  Diabetes 

H  -  Infected  Tonsils 

I  -  Allergies 

Z  -  Other    (Specify  in  3ox  18) 


Check  "From"  and  give  agency/physician  referring  patient 
Check  "to"  and  give  agency/physician  patient  referred  to 


FILL  IN  THE  BALANCE  OF  PHYSICIAN  INVOICE  AS  REQUIRED  ON  REGULAR  MEDICAID 

Your  participation  in  this  important  program  will  greatly  assist  in  assuring 
the  health  and  development  of  under-privileged  children  in  the  State  of 
Washington. 


DEPT.  OF  SOCIAL  *  HEALTH  SERVICES 


I  .  CLAIMANT  NAMC  *  AOORCSS 


CLAIMANT  NUMBER    .   2.  PATIENT  NAME 

LAST 


1730804 


Lewis 


..FIRST 

^ammy 


4,  INTCM  MTitNT  tOCNTIFICATIOM  PMOM  HI*  IDjEMT irtCA T ION  COU«>M 


Tom  Jones,  M.D. 

202  Joy  Street 

Any town,  Wash  90000 


ft! 


«  cam,    Mtvici  rv< 

~|    CFSOT  FOLLOW 


**«o  m  •*** t  or   i**)it  »Kmoo>c  iCAtcNiHo 


rrsoT  SCRCEN 


CNTCft  APFRO^RlATC  COOC  IN  COLUMN  T  1ELOW: 


7.  iMirnMcoiAfi  CAnr  facility 

e 

9.  OTHCR 


T- 


BIRTH  DATE 


091373 


LAST  NAME 


Lewis     _  _aJ 


ATTACH  IDENTIFICATION  COUPON , 
WITHIN  DOTTED  LINES 


3 


•  3  CLAIMANT'S  CERTIFICATE 
hereby  certify  under  penalty  of  perjury,  that  the  material  furnished  and  service 
gendered  is  a  correct  charge  against  the  State  of  Washington;  the  claim  is  just  and 
due;  that  no  part  of  some  has  been  paid  and  I  am  authorized  to  sign  for  the  payee; 
and  that  alt  goods  furnished  and/or  services  rendered  have  been  provided 
ithout  discrimination  on  the  grounds  of  race,  creed,  color,  or  national  origin. 


TOTAL  CHARGES 


29.41 


ubscnbed  this 
CLAIMANT 
TIGN 


23 


November 


19 


day  of 

HERE  (m  ink)  x  C\i£Lk-5-A-*^'„ ^4~C«YV6&LfOLv 

'  B.  DIAGNOSIS  ANO  JU»T!riCAT(^N  | 


76 


PATASLC  BV  PATIENT 
(AS  PCW  UKTTC*  or  AWAHOl 

'*  COVERED  BY 
INSURANCE 


BALANCE  DUE 


29.41 


REQUEST 

FOR 
PHYSICIAN 
SERVICED 


DIAG.  CODE 


Y005 


Well  Patient  Exam 


OCPAftTMINT  U«* 


1  9    IP  PATlCNT  WAS 
IHOICA1C   , 


FROM 
X  TO 


OOCTOM  MAMff 


Self 


£,>. DEPARTMENT  •         t' •'  ",-**''? 

>■  vy^v  use 

H'.'-  *.<L;  !'».;.-:.•.'- 

»    •       ..7 1:     *.\P  '       ■  .  •. 

'R.r»-:rnifr***  •*  v« 

1-4  ^r': 

j-'-V ^•T^.'  r'-.-.-f  ~-' 

.'•V  \  ••_«»  ;  -,i  j.-  '•  ■'  •• 


•••  I  .  COMMCNTI^T"T'"'v^~  " 


*■  THIS  REQUEST  13: 


MEDICAL 
-ON8UL  r ANT ' 
ACTION  -'' 
TAKEN      .  i 


APPROVED  . 


DENIED 


I  .  OATC 

MO.  DAT 


2.  SIGNATURE  OF  UIOICAL  CONSULTANT 


PHYSICIAN  INVOICE 


STATE  COPY 


1.  CLAIMANT  NAME  * AOORCSS 


CLAIMANT  NUMBER 

1730804 


2.  PATIENT  NAME 
LAST 


Smith 


FIRST 

I 

J&mes 


INITIAL 

L 


M 


Tom  Jones,  M.D. 

20  2  Joy  Street 

Any town,  Wash  90000 


9    u*c  «»*cc  quit  ir  vernier  pc*fo«i«co  *•  »»ai»t  o*  «a«i.t  t*cntooic  scncckmmo 


fx1 


EPSOT SCREEN 


G 


CPSOT  POULOW 


CNTIIf  APPROFniATC  CODC  IM  COLUMN  7  BBLOW: 
4.  WCSIOCMCC 


1  m  MitKNr  Moirnai. 

2  miTr**1ICMT  MOtFtTAi 

3  OFfM.f 


9.  CMCttOKMCY  ROOM 
6.  CO*M»tO*TC  CMmt 


7.  INTCMMCOIAT1  CANf  FACILITY 
O,  SMI  LI  CD  NUDIINO  HOMI 
9.  OTMC* 


4.  CMTCft  MTItMT  IOCHTIP ICATION  PN<M  Ml«  IOCNT  triCATlOM  COUrOM 

I 


JL 


BIRTH  DATE 


101576 


LAST  NAME 


Smith 


ATTACH  IDENTIFICATION  COUPON. 
WITHIN  DOTTED  LINES. 


O  OATS  AINOtniD 
MO.     |    OA*     |  TM. 

111  19!  76 


li;  19,  76 


7  PM.ACC 

or 
•citvicc 


I 


CPT-3  COSt 

09011 
08681 


11!  19!  76j    3  08936 


X9 


SERVICE  RENDERED 
'O     DESCRIPTION  OP  SERVICES 

annual.      screening  ! 

i 

Hematocrit  ! 

1 

Urinalysis  I 

1 

Immunization  Update  j 

Skin  test  -  Socio-economic 
deprived  environment 


DIAGNOSIS 
CODE 


I       I  1 
Hi  191  76     3  09999 

I      t  ■ 

ll!  19!  76     3  09320 

1  t 
1  1 

1  1 

T  "  '  I 
1  1 
I  1 
.    1  1 

CLAIMANT'S  CERTIFICATE  , '%        charges  i 

I  hereby  certify  under  penalty  of  perjury,  that  the  material  furnished  and  service 
rendered  is  a  correct  charge  against  the  State  of  Washington;  the  claim  is  just  and  , 
due;  that  no  part  of  same  hos  been  paid  and  I  am  authorized  to  sign  for  the  payee;  •» 
and  that  all  goods  furnished  and/or  services  rendered  have  been  provided  <»»»■■<-«*«■  wmmroi^ 
without  discrimination  on  the  grounds  of  race,  creed,  color,  or  national  origin.  '«  covered  by 

!  INSURANCE 

'Subscribed  this     23         day  of   November        19  76 

S|LGNHERE.(in  ink)  X  QaU%V  9**~jA-JL^  GgfrgS&JsJU 

■  S.  DIAGNOSIS  AND  JUSTIFICATION  "j 
OIA«.  CODE 


20.31  f  ^e^W^'.V;^:- 
3.00  -#^Sf'  ^ 


2 

3.39 


37.18 


BALANCE  DUE 


BEQUEST 

roR 

PHYSICIAN 
SERVICES 


Y005 


Well  Patient  Exam 


Scoliosis  under  treatment  in  this 
office 


_  ^J.*r  ■  *wv-if  11  -  -p- 
I  .  COMMIHTi      ■»  ™i 


OIPARTMIHT  U*C 


I  0    If*  PATICNT  WAS 

FtcrcAtteo 

INOICATC   


37.18  ' 


MPS' 


FROM 


DOCTOR  MAMC 


Self 


*•  THIS  REQUEST  IS: 


f  MEDICAL 
^CONSULTANT ■ 
i  ACTION 
t_  TAKEN 


.APPROVED 


;  DENIED 


I  .  D*TI  2.  IISNATUM  OF  MKOICAL.  CONSULTANT 

MO.         OAT         Y».  .  ' 


m  in 


PHYSICIAN  INVOiCE 


INVOICE  MUST  BE  SUBMITTED  W!THIN  60  DAYS  FROM  END  OF  MONTH  FOLLOWING  DATE  OF  SERVICE. 
Mnilln   O-pl   nl  Wtal  Hf-nllh  Sr-.virov  Prnf  f4«in»nl  Audi*.  fVO   Bo.  9?4fl,  Olvnnpio   Wn*hinq»on  9R504 


STATE  COPY 


t.  CLAIMANT  NAME  •  AEKJRE3S 


lltPT   OF  SOCIAL  a  HEALTH  SERVICES 

  1  

FIRST 


CLAIMANT  NUMBER    '   2.  PATIENT  NAME 
j  LAST 


1730304 


Lewis 


Tammy 


4.  CMTCM  f»Ti(NT  IDENTIFICATION  fHQM  Ml*  IOC  NT  IF  I  CAT  I  ON  COUPON 


Tom  Jones,  M.D. 

20  2  Joy  Street 

Any town,  Wash.  90000 


9     U««  «»CS    QHi-t    IF    l««ViCC    Ff*f<01IMCO    •»    *»ANT    OF    C*«LT    **«»tOOlC  iCffCCNlNC 


CMOt  SCREEN 


WOT  FOLLOW  UP 


ENTER  Ar*   ROPRIATE  CODE  IN  COLUMN  7.  BELOW- 


|  .  IH  »»«i|MT  KO»f|-  *L 

2  OWtFUTilXT  .0«F«TA|_ 

3  ofnci 


4  BfJtMWCI 

3  -  rwfi»«S*MCT  ROOM 

6.  cowoacCATt  cue 


7.  INTCRMfDIATC  CAIVC  FACILITY 
8     1KILLCD  NUH9INO  MOMC 
9-  OTMCN 


BIRTH  DATE 


T-  091373 


LAST  NAME 


LEWIS 


I  ATTACH  IDENTIFICATION  COUPON, 
I  WITHIN  DOTTED  LINES 


•irg^tfri---  Stags  saaaagas  ^asaBiaaBaaaSB^aii^a 


•  .OAT*  M»l|»tD 


01f  24i  77 

-  »  ! 
Oil  24,'  77 


...» 


7    .LAC*  , 


CFT-3  COM 

09001  X3 
08681 


SERVICE  RENOEREO 

IO.    DESCRIPTION  OF  SERVICES 

Interim  screening 
Hematocrit 


!  DIAGNOSIS 
COOE 


.Yir*:  dcpav.-mcnt-  ■*• 
«         ;  ti*e  - 


13.54  ^^j;^^>;f 


-■•-'-tf  J 


2.71 


» •■rr/r»' 


?•?•  .■-<-:    : .» r...  't'  •■! 


•  3  CLAIMANT'S  CERTIFICATE 
I  hereby  certify  under  penalty  cf  penury,  that  the  material  furnished  and  service 
rendered  is  a  correct  chorge  against  the  State  of  Washington;  the  claim  is  just  and 
I  due;  that  no  per*  of  someLj  be^n  paid  and  I  am  authorized  to  sign  for  the  payee; 
'and  that  r;l!  'joods  furnished  and/or  services  rendered  have  been  provided 
without  iiscrimiuation  on  the  grounds  of  roce,  creed,  color,  or  national  origin.  16  covered  by 

INSURANCE 


TOTAL  CHARGES 


PAYABLE   ST  FAftCNT 
A»  FCR  LCTTCB  OF  a  v.  a  m  o  ' 


16.25  'v 


26     day  of  January 


19 


Subscribed  this 

'CLAIMANT  n  .        a      «"  -*- 

■  8    DIAGNOSIS  A  NO  JUSTIFICATION  | 

OIAG.  COOE  1 


77 


REQUEST 

FOR 
PHYSICIAN 
SERVICES 


Y005 
Interim 


Well  Patient  Exam 


screen  justification.  Low 
hematocrit  found  on  initial  screen 


BALANCE  DUE 


OCFA.TMCHT  U*C 


I  9    IF  .4TICMT  WAS 

RIFcnittD 

IMOICATC 


16.25 


it 

.",  s-f,     '_  if. 
■  .  1 1'.-  ■ 

/S-    ■  >!f.: 

».     -.  'S 


1  f*T.  ' 

1<F: 


FROM 


DOCTON  N«U| 

Self 


Nl<M«C  < 


I  .  COMMENTS 


2-  THIS  REQUEST  IS: 


MEDICAL 
CONSULTANT 
ACTIOI 
TAKEN  - 


APPROVED  I  DENIED 


I.  OAT«  2     •  lONATUK*  OF  MCDICAL  C0M«ULTA>1 

MO.  OAT  Y». 


M  in 

•WHIIHT  ft/T4| 


PHYSICIAN  INVOICE 


INVOICE  MUST  BE  SUBMITTED  WITHIN  60  DAYS  FROM  END  OF  MONTH  FOLLOWING  DATE  OF  SERVICE. 
Mntl  In   r>-r>*.  t>1  Sociol  Honlth  Sorvirry  Ptnlr^imml  Audit   PO   Bo»  9?48   Olymolo   Wn«.Ki.«i»nn  Oft  SO  J 


STATE  COPY 


UEPT    OF  SO*  1*1.  »  HEALTH  Sinn 


I.  CLAIMANT  NAME  a  ADDRESS 


CLAIMANT  NUMBER        2.  PATIENT  NAME 

LAST 


r 


1730804 


FIRST  INITIAL 

Oglesby  ^nannon  L 

4.  CNTCK  ntlMT  IDXHTiriCSTIOM  raw  MIS  lOCNTIPICATIOM  COUfOCO 


Tom  Jones,  M.D. 
202  Joy  Street 
Anytown,  Wash  90000 


0<*a-0»'*  %  rtUTMINT  F»<W*>M 

[  j^]    CPSOT  SCREEN 
CNTCB  APPROPRIATE  CODE  tN  COLUMN  7  BELOW: 

1     IM  r«Ti|NT  HOIfi'*i 


■iodic  ftcnccNiMO 


f    j  epsot  rouow  UP 


2  OIIIPAtl 

3  0"*<f 


4  itftOINCI 

5  IwrROINCT  HOOM 


7.  intirmioiati  c*nr  faciliiv 

6.  ■Klt.LEO  NUNIINO  NOMC 
9  OTHIN 


SL 


BIRTH  DATE 


102271 


LAST  NAME 


Agles 


A 


ATTACH  IDENTIFICATION  COUPON  _^i 
WITHIN  DOTTED  LINES 


■  -t-^v.  ,^cmr-^  ^.iftm-  »>.  ■  t      '.v-WWl  ■IV"11  »V-'->y»u^xa^  ■■■  '■-»"'>r.^  ....... ,  ''■[■^-^■■■.■•^^ 


6    OM|  MND(MO 

MO.     j    OAV     j  T«. 

1  1 

7  Place 

or 
•CKVICI 

crr-3  coot 

0 

MOO 

SERVICE  RENDERED 

IO.    DESCRIPTION  OF  SERVICES 

04: 

1 

12! 

i 

76 

3 

09000 

xo 

annual  screening 

04 

1 

12i 

1 

76 

3 

08681 

Hematocrit 

04, 

12, 

3 

08936 

Urinalysis 

04 

1 

12 

! 

76 

3 

09999 

Immunization  Update 

04 

1 

12 

76 

3. 

09320 

Skin  test    -  History 

DIAGNOSIS  , 
CODE 


?8S 


20.31 
2.71 

3.39 
3.00 
6.77 


*>  '..Hi;  DEPARTMENT  j 

JpW*,  ♦••••>  use.. 
C- •:«•;-'-.'.:.  '.JSC..-  •.»-.*•  V..*,' 


r  'I'O'T/.'^is? 


jaw 


itt>: 


TB  in  family 


o  CLAIMANT'S  CERTIFICATE  14 

I  hereby  certify  under  penalty  of  per|ury,  that  the  material  furnished  and  service 
rendered  is  a  correct  charqe  against  the  State  of  Washington;  the  claim  is  just  and  ( 
due,  thot  no  port  of  same  has  been  paid  and  I  am  authorised  to  sign  for  the  payee; 
and  that  all  goods  furnished  and/or  services  rendered  have  been  provided 
without  discrimination  on  the  grounds  of  race,  creed,  color,  or  national  origin.  18  covered  by 

insurance 

Subscribed  this         20       day  of    APril  ,19  76 

sfGNHERE  .(<"  i«»M  X  ^JUGCk^A>%JL  SL*  ^{.C^&Jukf^J-S 

l»    DIAGNOSIS  AND  JUSTIFICA-JJON  ^ 
OIAG    COOC  I 


TOTAL  CHARGES  37.18 


T,  V 


DATABLE  BV  PATICNT 
IAS  PC*  LCTTCft  OF  AWAMOl 


BALANCE  DUE 


37.18 


:■-  -'■  -1,  .  ■  tisv 

V  •  dr.-   m  ■ 

% 
■IB; 

■  '-nrc'  • 
.{»«;■ 

is*  ■ 

W 


RKOIIEST 

f  OR 
PHYSICIAN 
SERVICES 


Y005 


i    Well  Patient  Exam 


1  9    »F    fATICHT  WAI 
INDICATE 


I  .  COMMENTS 


£  FROM 

  TO 

20.  NAMC  Of*  PCNrORMING  PptrCJCtAM 


2-  THIS  REQUEST  15: 


MEOICAL 
CONSUL  TANT  . 
ACTION  './J 
■TAKEN 


DOCTOR  NAMC 

DSHS 


APPROVED 


it! 


DENIED 


>l  '' 


I  .  OATl 
MO 


2.  IIONATURI  OF  MCOICAL  CONSULTANT 


IIIIH 

OtMt  4  1.  ttV.  I>/74| 


PHYSICIAN  INVOICE 


INVOICE  MUST  BE  SUBMITTED  WITHIN  40  DAYS  FROM  END  OF  MONTH  FOLLOWING  DATE  OF  SERVICE. 
Moil  In    Dept.  o<  Soclol  Honllh  Snrvirn*.,  "rofrvOnnnl  Audit,  PO    Bow  9?.tfl.  Olympio    Wo«.hin<1'on  9flr>04 


STATE  COPY 


APPENDIX  H-3 
MEMORANDUM  OF  JANUARY  15,  1979 


DEPARTMENT  OF  SOCIAL  AND  HEALTH 
Olympia 


SERVICES 


TO: 


PHYSICIANS 
EPSDT  PROVIDERS 
REGIONAL  DIRECTORS 
CSO  ADMINISTRATORS 
CSO  MEDICAL  CONSULTANTS 


MEMORANDUM  NO . :  79-5 
Issued:   January  15,  1979 


CONTACT:  753-7313 
Scan:  8-234-7313 


FROM:        OFFICE  OF  MEDICAL  ASSISTANCE  LK-11 
ROBERT  P.  HALL,  M.D. ,  CHIEF 

SUBJECT:  EARLY  AND  PERIODIC  SCREENING,  DIAGNOSIS  AND  TREATMENT  (EPSDT) 

This  memorandum  is  to  remind  physicians  and  clinics  about  the  EPSDT  program 
and  encourage  screening  of  eligible  children.    The  program  provides  up  to 
five  screenings  for  children  under  age  one  and  an  annual  screening  thereafter. 
This  program  has  been  responsible  for  discovering  and  correcting  many  health 
problems  in  children. 

Recipients  under  the  age  of  21  who  have  a  valid  medical  ID  coupon  are 
eligible  to  receive  an  unclothed  examination  which  includes  the  following 
procedures: 

a.  medical  history 

b.  assessment  of  physical  growth  and  mental  development 

c.  inspection  of  ears,  nose,  teeth  and  throat 

d.  vision  screening  (eyechart  or  arm  movement  for  infants) 

e.  auditory  screening  (tuning  fork  or  equivalent) 

f.  screening  for  cardiac  abnormalities 

g.  screening  for  anemia  (hematocrit  or  hemoglobin) 

h.  screening  for  sickle  cell  trait  (children  at  risk  if  not  previously  tested) 

i.  urine  screening  (simple  dipstick  or  complete  urinalysis) 
j.    blood  pressure  (children  12  years  or  older) 

k.  assessment  and  updating  immunizations 
1.    tuberculosis  screening,  if  indicated. 

As  part  of  the  EPSDT  screening,  children  age  four  and  older  who  have  not  been 
examined  by  a  dentist  within  the  past  year  should  be  referred  to  a  dentist. 
Such  referrals  should  be  noted  on  the  Physicians  Invoice  in  Box  11  as  code  A, 
dental  referral.    Prior  approval  by  the  dental  consultant  is  not  required  for 
the  initial  examination. 

When  a  health  deviation  is  discovered  during  screening,  follow-up  treatment, 
when  required,  may  be  given  by  a  physician  screener  on  the  same  day  as  the 
screening  and  billed  on  a  separate  Physicians  Invoice  Form  525-100  using  the 
appropriate  procedure  code  from  the  Schedule  of  Maximum  Allowances  and  checking 
EPSDT  follow-up  in  Block  5. 

Community  clinic  and  local  health  department  screeners  should  refer  the  client 
to  a  participating  medical  or  dental  provider.     The  freedom  of  the  client  of 
choice  of  providers  must  be  observed.     Client  contact  should  continue  until 
treatment  is  initiated. 

For  more  information  on  this  beneficial  program  for  eligible  children,  please 
contact  this  office,  DSHS  Mail  Stop  LK-11,  Olympia,  Washington  98504. 


APPENDIX  H-4 
MEMORANDUM  OF  SEPTEMBER  20,  1979 


DEPARTMENT  OF  SOCIAL  AND  HEALTH  SERVICES 
Olympia 


OCTl  ]  h/S 


TACGMA-?:=.v- 


TO: 


FROM: 


PHYSICIANS 

EPSDT  PROVIDERS 

REGIONAL  DIRECTORS 

CSO  ADMINISTRATORS 

CSO  MEDICAL  CONSULTANTS  * 

DIVISION  OF  MEDICAL  ASSISTANCE 
BRUCE  FERGUSON,  DIRECTOR 


MEMORANDUM  NO.  79-106 
Issued:  September  20,  1979 

CONTACT:     (206)  753-7313 
SCAN  8-234-7313 


LK-11 


SU3JECT:     EARLY  AND  PERIODIC  SCREENING,  DIAGNOSIS  AND  TREATMENT  (EPSDT) 

This  memorandum  is  to  remind  physicians  and  clinics  about  the  EPSDT  program  and 
encourage  health  screening  of  eligible  children.    The  program  provides  up  to  five 
health  screenings  for  children  under  age  one  and  an  annual  screening  thereafter. 
Any  physician  with  a  Medicaid  agreement  or  a  local  health  department  or  community 
clinic  with  an  EPSDT  agreement  may  provide  an  EPSDT  screening  examination.  Recipi- 
ents under  the  age  of  21  who  have  a  valid  medical  .ID  coupon  are  eligible  to  receive 
an  unclothed  examination  which  includes  the  following  procedures: 

a.  medical  history 

b.  assessment  of  physical  growth,  nutritional  status  and  mental  development 

c.  inspection  of  ears,  nose,  mouth,  teeth  and  throat 

d.  vision  screening  (eyechart  or  arm  movement  for  infants) 

e.  auditory  screening  (tuning  fork  or  equivalent) 

f.  screening  for  cardiac  abnormalities 

g.  screening  for  anemia  (hematocrit  or  hemoglobin) 

h.  screening  for  sickle  cell  trait     (children  at  risk  if  not  previously  tested) 

i.  urine  screening  (rapid  urine  for  sugar  albumin  and  bacteria) 
j.    blood  pressure  (children  12  years  or  older) 

k.     assessment  and  updating  of  immunizations 
1.     tuberculosis  screening,  if  indicated 

m.     referral  to  a  dentist  for  diagnosis  and  treatment  for  children  three  years 
of  age  and  over. 

As  part  of  the  EPSDT  screening,  children  age  three  and  older  who  have  not  been 
examined  by  a  dentist  within  the  past  year  must  be  referred  to  a  dentist  by  the 
screening  provider.    Prior  approval  by  the  DSHS  dental  consultant  is  not  required 
for  the  initial  examination. 

When  a  health  deviation  is  discovered  during  screening,  follow-up  treatment,  when 
required,  may  be  given  by  a  physician  screener  on  the  same  day  as  the  screening  and 
billed  on  a  separate  Physicians  Invoice  Form  525-100  using  the  appropriate  procedure 
code  from  the  Schedule  of  Maximum  Allowances  and  checking  EPSDT  follow-up  in  Box  5. 

Continuing  treatment  visits,  however,   fall  within  the  one-a-r.or.th  treatment  limitation 

Community  clinic  and  local  health  department  screener-  should  refer  the  client  to  a 
participating  medical  or  dental  provider  for  treatmen: .     The  freedom  of  the  client  of 
choice  of  providers  must  be  observed.     Client  contact  should  continue  until  medical 
and  dental  treatment  is  initiated. 


For  rn^re  information  on  this  beneficial  program  for  e'igible  children,  please  contact 
this  office,  D1<HS  Mail  Stop  LK-11  Olympia,  Washington     9?5C-.  . 


Set  unit  Ha  wedes  and  billing  instructions  are  attached 


BILLING  INSTRUCTIONS  -  EARLY  AND  PERIODIC  SCREENING,  DIAGNOSIS  AND  TREATMENT  (EPSDT) 


Annual  Screening  -  Once  a  year  for  all  children 

Over  Age  One  -  The  screening  fee  (Code  09000)  will  be  paid  when  screening  an  eligible 
person  the  first  time  and  for  one  screening  annually  thereafter .     (Annual  is  defined  as 
365  days  since  the  last  screen.) 

Under  Age  One  -  For  children  under  age  one  a  maximum  of  five  screenings  are  allowed  at 
the  screening  fee  (Code  09011).    The  recommended  schedule  is:    one  screening  up  to  six 
weeks  of  age,  one  during  two  to  three  months  of  age,  one  during  four  to  five  months  of 
age,  one  during  six  to  seven  months  of  age,  and  one  during  eleven  to  twelve  months  of 
age. 

Interim  Screening 

Screening  done  in  less  than  12  months  (for  children  age  one  and  over)  or  oftener  than 
the  maximum  of  five  screenings  (for  children  under  age  one)  will  be  paid  on  Code  09001 
when  justified  by  indicating  the  need  in  Box  18  of  the  Physicians  Invoice. 

Single  Procedures 

Single  procedure  billings  may  be  made  at  any  time  after  an  annual  or  interim  screening, 
e.g.  for  blood  tests,  immunization  up-date  visits,  urine  tests  or  skin  tests  which  do 
not  involve  a  total  screening  examination.    Check  "screening"  in  Box  5  on  the  Physicians 
Invoice  and  bill  for  the  procedure  only. 


Completing  Billing  Form  for  EPSDT 

Box  5:  Check  EPSDT  SCREEN  for  annual  or  interim  screening 
Box  9 :    Use  code  from  list  below 


09000  Annual  Screening 

09001  Interim  Screening 

09011      Screening  during  the  first  year  of  life  only 

(maximum  of  five  screenings) 
07999      Miscellaneous  x-ray  -  designate  actual  x-ray  performed,  with 

justification 

08018      Miscellaneous  lab  —  designate  actual  lab  work  performed 
08018      Drawing  Fee  (one  per  visit) 
08681  Hematocrit 
08622  Hemoglobin 
08936      Complete  urine 

09320      Skin  test  with  bacterial,  viral  or  fungal  extracts  (e.g. 

brucella,  tuberculin,  etc.).    Justification  is  required. 
09999      Total  immunization  update  (per  visit) 


$21.42 
14.28 
21.42 

usual/ customary 

usual/ customary 
3.57 
2.86 
2.86 
3.57 
5.71 

3.17 


Box  10:  Enter  one  of  the  following  numerical  codes,  as  defined,  to  indicate  the  result 
of  the  EPSDT  screening. 

XO 


XI  Refused  treatment  or  referral 

X2  No  one  in  area  to  refer  to 

X3  Not  taking  new  patients 

X9  Other  (Specify  in  Box  18) 

Y  Referred  for  treatment 


Also  code  Box  12  for  these  five  codes 


Box  12: 


Indicate  the  problems  found  -  use  up  to  four  codes. 

Sample  -  BCI  (Child  had  hearing,  vision  and  allergy  problems) 


A  -  Dental  F  -  Upper  Respiratory 

3  -  Hearing  G  -  Diabetes 

C  -  Vision  H  -  Infected  Tonsils 

D  -  Lead  Poisoning  I  -  Allergies 

E  -  Anemia  -         Z  -  Other  (Specify  in  Box  18) 

Box  19:    Code  "V960"  Well  Patient  Exam 

Box  22:    Check  "From"  and  give  agency/physician  referring  patient 
Check  "To"  and  give  agency /physician  patient  referred  to 

FILL  IS  THE  BALANCE  OF  PHYSICIAN  INVOICE  AS  REQUIRED  ON  REGULAR  MEDICAID 

Sample  billings  are  attached 

Sample  1.    Test  Negative,  Code  XO  in  Box  10 

Sample  2.    Interim  Screening,  Code  X9  in  Box  10  and  problem  codes  in  Box 
Sample  3.    Referred  for  treatment,  Code  Y  in  Box  10  and  problem  codes  in 
Box  12 

Sample  4.    Treatment  follow-up 


"T      »,oic*l  «ceo«t  muff 


STATE  OF  WASHINGTON 

DEPT.  OF  SOCIAL  ft  HEALTH  SERVICES 


|.  PROVlOER  NAME  »  AUUMCid 

rnu  f  lutn  i«  u  rn  □  c  n  t 
1 
1 

1 

1730804 

TOM  JONES,  M.D. 

202  JOY  STREET 

ANY TOWN,  WASHINGTON  90000 

5.  USE  THIS  SPACE  0 HIT  IF  SERVICE  PERFORMED  IS  PART  OF  EARL? 

PCRIOOIC  SCREENING 

.OIASNOSIS  1  TREATMENT  PR06RAM. 

Q  fSOT  SCREEN                Q  EPSOT  FOLLOW  UP 

1 

2.  PATIENT  NAME 
LAST 


SMITH 


FIRST 

JAMES 


INITIAL 
L. 


4.  5MTER  PATIENT  IDENTIFICATION  FROM  HIS  IDENTIFICATION  COUPON 

I 


INITIALS 

BIRTH  DATE 

LAST  NAME 

so  | 

JL 

101576 

i  ,  

SMITH 

B ! 

SAMPLE  1 
TEST  NEGATIVE 
NO  PROBLEM  CODE 


ENTER  APPROPRIATE  CODE  IN  COLUMN  7.  BELOW: 


1.  IN-PATIENT  HOSPITAL  t. 

2.  OUTPATIENT  HOSPITAL  7. 
i.  OFFICE  «. 

4.  RESIDENCE  *. 

5.  EVERSENCT  ROOM 

Si 


CONGREGATE  CARE 
INTERMEDIATE  CARE  FACILITY 
SKILLED  NURSING  HOME 
OTHER 


ENTER  APPROPRIATE  TYPE  OF  j 
SERVICE  IN  COLUMN  8  BELOW:  j 

1  =  ANESTHESIA  J 

2  =  ASSISTANT  SURGERY 

3  =  SURGEON  — OTHER  MEDICAL 


ATTACH  IDENTIFICATION  COUPON 
WITHIN  DOTTED  LINES 


PLEASE  CHECK  APPROPRIATE 
NAME  ON  COUPON 


SERVICE  RENDERED 

It.  DESCRIPTION  OF  SERVICES 


.12. 
4  DIAGNOSIS 
!  CODE 


13. 


CHARGE 


DEPARTMENT - 


10:01 


79  1    3     3     09000  \  X0  j  ANNUAL  SCREENING 

;  HEMATOCRIT 
!  URINALYSIS 


10101 

■  M    ■  ■  L  ...  

i  i 

79     3  3 

  —  r 

08681  | 

10 1 01 

79 

08936  ! 

10  01 

79 

3  |  3 

08018  : 

10 : 01 

79 

3  j  3 

'""1 
09999  j 

io!oi  1 

— i — , 

79 

3  |  3 

09320 

4-  j- 

h  ! 

...L...  i. 


DRAWING  FEE 

IMMUNIZATION  UPDATE 

HISTORY  OF 
SKIN  TEST  -  TB  IN  FAMILY 


j  14.  CLAIMANT'S  CERTIFICATE  15 

j  I  hereby  certify  under  penalty  of  perjury,  fhot  the  material  furnished  and  service 
j  rendered  is  a  correct  charge  against  the  State  of  Washington;  the  claim  is  just  and 
1  due;  that  no  part  of  same  has  been  paid  and  I  am  authorized  to  sign  for  the  payee; 

j  and  that  all  goods  furnished  ond/or  services  rendered  have  been  provided  with-  ias  fer  letter  of  award)! 
lout  discrimination  on  the  grounds  of  handicap,  race,  creed,  color,  or  national  origin.    17".  j 


TOTAL  CHARGES 


PAYABLE  Br  PATIENT 


Subscribed  this  

PROVIDER 
ISIGN  HERE  {In  Ink)  X 


20TH 


.day    of  OCTOBER 


.1° 


79 


—  ;ib. 


COVERED  BY 
INSURANCE 


BALANCE  DUE 


1 


21.42  & 

— n 

2.86  H 
3-57  H 
3.57  g 
3.17  |j 
5.71  f§ 

40.30  || 

*■* 

m 


,19.  DIAGNOSIS  CODE  I 

r  1 

V  960      I     WELL  PATIENT  EXAM 


ZO.  WRITTEN  DIAGNOSIS 


£a?proi«j>-and-  allowed-  IH  THff  asovTawouwt 

3R  AS  CORRECTTQ.         .-.-/  '.;  -  - 


21.  REOUEST 
FOR 
PHYSICIAN 
SERVICES 
AND 
JUSTIFICATION 


COfiSULTAXT 
ACT'C  •* 

TAXfcM  '. 


-cc   - 1  79, 


|22.  if  PATIENT  WAS  H?  FROM  DOCTOR 

REFERRED  p*?  nCUC 

indicate   (  :T0  Dorlb 


(23.  NAME  OF  PERFORMING  PHYSICIAN 


THIS  SSS'JaS"? 


,  DtNiED 


t.  oat* 

OAt 


2.  siS&ArueT  cp  cs.»>i»T.»rfiT  vesica!,  o^ saltan v 


PHYSICIAN  INVOICE 


INVOiCs  -MUST  fcs  SUUMfTTSD  WITHIN  50  DAY'S  ?SOM  EfID  Or  MONTH  fOUOWiNG  DATS  Of  SSRViCH. 
Wail       0»r;  c?  Swis!  Hsolth  Ssrvies*,  Pro'sssional  Audit  and  S/iterr.s  Sseficn,  P.O.  2cu  92-'.-,  M.S.  LC11,  Ci>r..p.a,  Washington  v-i. 


; 

1 


,„  aUMSER 


pMVlOER  NAME  4  ADDRESS 


STATE  OF  WASHINGTON 

DEPT.  OF  SOCIAL  4  HEALTH  SERVICES 


TOM  JONES,  M.D. 

202  JOY  STREET 

ANY TOWN,  WASHINGTON  90000 


PROVIDER  NUMBER 

1730804 


2.  PATiENT  NAME 
LAST 


FIRST  INITIAL 

SMITH  JAftES  L. 

!  A.  ENTER  PATIENT  IDENTIFICATION  FROM  HLS  IDENTIFICATION  COUPON 


3.  SEX 


3IRTH  DATE 


LAST  NAME 


JL  :  101576 


SMITH 


so 
B 


S.  USE  THIS  SPACE  ONLY  IF  SERVICE  PERFORMED  IS  PART  OF  EARLY  PERIODIC  SCREENING 
DIAGNOSIS  »  TREATMENT  PROGRAM. 
[J]  EPSOT  SCREEN  Q  EPSDT  FOLLOW  UP 


SAMPLE  2 

INTERIM  SCREENING 
PROBLEM  CODE  X9 


ENTER  APPROPRIATE  CODE  !N  COLUMN  7.  BELOW: 


•  ENTER  APPROPRIATE  TYPE  OF; 
SERVICE  IN  COLUMN  8  BELOW: : 


1.  IN-PATIENT  HCS?TTAL       t.  CONGREGATE  CARE 

2.  OUTPATIENT  HCS'TTAi.      7.  INTERMEDIATE  CARE  FACILITY  {'  —  ANESTHESIA 


3.  OFFICE 

4.  RESIDENCE 

5.  EMERGENCE 


9.  SKILLED  NURSING  HOME 
9.  OTHER 


1  —  ASSISTANT  SURGERY 


|3  =  SURGEON— OTHER  MEDICAL 


ATTACH  IDENTIFICATION  COUPON 
WTTHIN  DOTTED  LINES 


PLEASE  CHECK  APPROPRIATE 
NAME  ON  COUPON 


33: 


6.  DATE  RENOEREI    7.  PLACE  3' 

 ,  .   0F 

MO.   •   DAY   ,    TR.  SERVICE 


SERVICE  RENDERED 


SERVICE!  9-  '10. 

!  CPT-J  CODE    ,  MOD 


I  I.  DESCRIPTION  OF  SERVICES 


1 


11  ;  05,79     3     3:  09001  i X9  | INTERIM  SCREENING 


11  !  05: 79 


11  !  0579  .  3 


08681  I  HEMATOCRIT 


08018 


DRAWING  FEE 


EH 


14.28 


2.86 


3.57 


U 


M.  CLAIMANT'S  CERTIFICATE  '5- 
I  hereby  certify  under  penalty  of  perjury,  that  the  material  furnished  and  service 
rendered  is  a  correct  charge  against  the  State  of  Washington;  the  claim  is  just  and 
due,-  that  no  part  of  some  has  been  paid  and  I  am  authorized  to  sign  for  the  payee; 
ond  rhal  all  goods  furnished  and/or  services  rendered  have  been  provided  with- 
out discrimination  on  the  grounds  of  handicap,  race,  creed,  color,  or  national  origin.  TT." 


!       TOTAL  CHARGES 

PAYABLE  3Y  PATIENT 
(AS  PER  LETTER  OF  AWARD  > 


20.71 


Subscribed  this  20TH  day    of  NOVEMBER  


.19 


79 


PROVIDER 

SIGN  HERE  (In  Ink)  X 


—  18. 


COVERED  BY 
INSURANCE 


BALANCE  DUE 


19.  DIAGNOSIS  COOE 


ZO.  WRITTEN  DIAGNOSIS 


V  960 


W&L  PATIENT  EXAM 


APPROVED  AMD  ALLOWED  IN  THE  ABOVE  AMOUNT 
OR  AS  CORRECTED 

X, 

DEPARTME.Tr  USE 


21.  REQUEST 
FOR 
PHYSICIAN 
SERVICES 
AND 
JUSTIFICATION 


INTERIM  SCREEN  JUSTIFICATION: 
HEMATOCRIT  ON  INITIAL  SCREEN 


LOW 


22. 


IF  PATIENT  WAS 
REFERRED 
INOICATE  __ 


FROM 
TC 


DOCTOR  f 

SELF 


23.  NAME  OF  PERFORMING  PKTSXIAN 


2.  THIS  REQUEST  !S: 


•ASStCAt, 


APFSOYE' 


f  DENIED 


J'0IE      z>f  2.  Si«*»?'w»£  OP  CEPAVTMENT  MEDtCAL  CONSULTANT 


11',  l no  i  i  i  78, 


P'.IVfl  AM     l(L>»  *«*"»!^*e 


INVOICE  MUST  BE  SU^MnTtD  WITHIN  60  DAYS  F30M  END  05  MONTH  FOLLOWING  DATE  OF  SERVICE, 
^ail  ro:  Dc-pl.  c<  Scci;l  Health  Services,  Pro'esticnal  Aud;>  ond  Svs'sjpi  Sec'icn.  P  O    Bo»  °2-o.  M  S.  lG;  !,  Olyr-g  a.  V, 


STATE  COPY 


MCOICJU.  »£CO«0  NUMBER 


STATE  OF  WASHINGTON 

DEPT.  OF  SOCIAL  ft  HEALTH  SERVICES 


t.  PROVIDES  NAME  9  ADDRESS 


PROVIDER  NUMBER 


1730804 


TOM  JONES,  M.D. 

202  JOY  STREET 

ANYTOWN,  WASHINGTON  90000 


5.  USE  THIS  SPACE  ONLY  IF  SERVICE  PERFORMED  IS  PART  OF  EARLT  PERIOOIC  SCREENING 
OIASNCSIS  S  TREATMENT  PROGRAM. 
[2  EPS OT  SCREE*  Q  EPSDT  FOLLOW  UP 


ENTER  APPROPRIATE  CODE  IN  COLUMN  7.  BELOW: 


ENTER  APPROPRIATE  TYPE  OF 
SERVICE  IN  COLUMN  S  BELOW: 


2.  PATIENT  NAME 
LAST 


SMITH 


FIRST 

JAttks 


SSi 


4.  ENTER  PATIENT  IDENTIFICATION  FROM  HIS  IDENTIFICATION  COUPON 

I 


INITIALS 

BIRTH  DATE 

LAST  NAME 

SO 

JL 

101576 

SMITH 

B 

ATTACH  IDENTIFICATION  COUPON 
WITHIN  DOTTED  LINES 


SAMPLE  3 
REFERRED  FOR  TREATMENT 
CODE  Y 


1.  IN-PATIENT  HOSPITAL  «.  CONGREGATE  CARE 

2.  OUTPATIENT  nCSPITAL  7.  INTERMEDIATE  CARE  FACIUTT  1'  ~  ANESTHESIA 

3.  OFFICE  S.  SXILLED  NURSING  HOME  [2  =  ASSISTANT  SURGERY 

4.  RESIOENCE  S.  OTHER  [3  =  SURGEON —OTHER  MEDICAL 

5.  EMERGENCY  ROOM 


PLEASE  CHECK  APPROPRIATE 
NAME  ON  COUPON 


14.  CLAIMANT'S  CERTIFICATE  "5- 

1 1  hereby  certify  under  penalty  of  perjury,  that  the  material  furnished  and  service  [      'Otal  CHARGES 

rendered  is  a  correct  charge  against  the  State  of  Washington,-  the  claim  is  just  and   "  ~~  

due;  that  no  part  of  same  has  been  paid  and  I  am  authorized  to  sign  for  the  payee,-  j    payable  by  patient  ! 

and  that  all  goods  furnished  and/or  services  rendered  have  been  provided  with-  [as  per  letter  of  award)] 

out  discrimination  on  the  grounds  of  handicap,  race,  creed,  color,  or  national  origin.  it  7. 


34.59 


iS3 


',  Subscribed  this  _.  

PROVIDER 

SIGN  HERE  (In  Ink)  X 


20TH 


. day  of 


OCTOBER 


.19.79. 


COVERED  BY 
INSURANCE 


j!8. 


BALANCE  DUE 


-1 -.«-.: 


t9.  DIAGNOSIS  CODE  ! 


V  960 


20.  WRITTEN  DIAGNOSIS 

WELL  PATIENT  EXAM 


|  APPROVED-  AHO  ALLOWED- -IM  THE:  ABOVE  AMOUNT 
(OB  AS  CORRECTED    ■     .:..■_■■„■.■*-   ..    ' 


?J£P*«TMEKT  USE 


21.  REOUEST  I 
FOR 
PHYSICIAN 
SERVICES 
AND 
JUSTIFICATION! 


OTITIS  MEDIA 


if  patient  was 
referred 
indicate  __ 


— >  \_ ;  TO 

■23.  NAME  OF  PERFORMING  PHYSICIAN 


DOCTOR  NAME 

SELF 


EEPARTMEMT 

MsDiCM. 
CCNSUl.T4.ir 
ACTIO*. 
TAXEti 


i.  COMMENTS 


THIS  3£GL£3T  13: 


approves- 


DAY  2-  Of  DtPA&MCNT  MCOWAL  CC.viUiT^Nr 


ill  -'y.  ii 


PHYSICIAN  INVOICE 

INYO!C£  WJ<T  BS  S'J&MfnSS  WTHIN  60  SAYS  P3C.7I  S><0  OF  MONTH  H3li.OW.'N'G  OATS  O?  SSRViCE. 


I 


STATE  OF  WASHINGTON 

OEPT.  OF  SOCIAL  A  HEALTH  SERVICES 


„o~in  ~H**e  »  address 

TOM  JONES,  M.D. 

202  JOY  STREET 

ANY TOWN,  WASHINGTON  90000 


PROVIDER  NUMBER 

1730804 


2.  PATIENT  NAME 
LAST 


3.  SEX 


SMITH 


INITIAL 

L. 


4.  ENTER  PATIENT  IDENTIFICATION  r»OM  *«S  IDENTIFICATION  COUPON 

I 


BIRTH  DATE 


LAST  NAME 


SO 


:  JL 


101576 


SMITH 


B  i 


ATTACH  IDENTIFICATION  COUPON 
WITHIN  DOTTED  LINES 


5.  USE  THIS  SPACE  ONLY  IF  SERVICE  PERFORMED  IS  PART  OF  EARLY  PERIODIC  SCREENING 
DIAGNOSIS  ft  TREATMENT  PROGRAM. 

[~J  EPSOr  SCREEN  ^JePSDT  FOLLOW  UP 


SAMPLE  4 
TREATMENT  VISIT 


ENTER  APPROPRIATE  CODE  IN  COLUMN  7.  BELOW: 


ENTER  APPROPRIATE  TYPE  OF' 
SERVICE  IN  COLUMN  8  BELOW:  j 


t.  IN-PATIEUT  HCS»^AL       *.  CONGREGATE  CARE 
Z.  OUTPATIENT  HOSPITAL      7.  INTERMEDIATE  CARE  FACIUTT  M  —  ANESTHESIA 


S.  OFFICE 

4.  RESIDENCE 

5.  EMERGENCY  SCC1I 


*.  SKILLED  NURSING  HOME 
».  OTHER 


Z  =  ASSISTANT  SURGERY 

3  =  SURGEON  —OTHER  MEDICAL 


please  check  appropriate 
name  on  coupon 


6.  DATE  RENDER £2  7.  PLACE 
 .  OF 


SERVICE  RENDERED 


12.  13.  z  •*»...;.  •   - 


Y».     SERVICE,  1  CPT-3  CODE 


10  !  01  I  73 


.11  9QQ5Q 


10. 
MOD 


11.  DESCRIPTION  OF  SERVICES 


12. 
DIAGNOSIS 
CODE 


I 


CHARGE 


BRTFF  OFFTf.F  CAI  I 


DEPARTMENT 

lo.oo  ^[SlrSiSl^g^SS 


14.  CLAIMANT'S  CERTIFICATE 
j  I  hereby  certify  under  penalty  of  perjury,  that  the  material  furnished  and  service 
;  rendered  is  a  correct  chcrge  against  the  Slate  of  Washington;  the  claim  is  just  and 
due;  that  no  part  of  sar^e  has  been  paid  and  I  am  authorized  to  sign  for  the  payee; 
and  that  all  goods  furnished  and/or  services  rendered  have  been  provided  with- 
out discrimination  on  the  grounds  of  handicap,  race,  creed,  color,  or  national  origin. 

2QTH        dny    of  OCTOBER  i9_79 


;t5. 


TOTAL  CHARGES 


10.00 


Subscribed  this  

PROVIDER 

SIGN  HERE  (In  Ink)  X 


S16.  j 
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iAS  PER  LETTER  OF  AWARD)* 
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i         COVES)  BY 

INSURANCE 

i  * 

lis. 


19.  DIAGNOSIS  CODE 


472 


20.  WRITTEN  DIAGNOSIS 

UPPER  RESPIRATORY  INFECTION 


■AWwutp  Awo-  allowep  tRtrne  asote  ajaoott 
cs  ts  reasserts yiv-^  >C-~ 


21.  REQUEST 
FOR 
PHYSICIAN 
SERVICES 
AND 
JUSTIFICATION 


5      .itE'CAv  .. 

;-:r«5'-T.T»>- 

f      ACTIO*  . 
f-  TAKEN, 
t 


DOCTOR  NAME 

SELF 


:23.  NAME  CF  PERFORMING  PHYSIC;*--* 


I.  OATS, 


2.  Z,C**.T\>*t  OP  CEPAHTVitNT  MiOKTAL  CONSULTANT 


PHYSICIAN  INVOICE 


INVOICE  MUST  Bz  S'JiMtTTSD  WITHIN  60  DAYS  FROM  £NJ  O?  MONTH  FOLLOWING  DATS  CF  ScSVlCe 
Moil  to:  D»pt.  of  Social  Health  Servicoi,  Professioncl  Audi!  ond  Syste.-ni  Srcfion,  P.O.  Box  91-',Z,MS  LOU,  Oiyrrpio,  W  =  ihing?on  93504  STATE  COPY 


APPENDIX  I 


ICDA  GROUPINGS 


APPENDIX  1-1 


ICOA  Groupings 


ICDA  Range 


Infective  Diseases  and  Parasites  000  136 

Pinworms 
TB 

Bacterial  infections  (scarlet  fever/mem" ngitus) 

All  others  in  category  (incl.  lice,  diarrhea,  poxes,  VD) 

Nutritional  Deficiencies,  Endocrine  and  Metabolic  Pis.  240  279 

Nutritional  deficiencies  (avitaminosis/obesity) 

Other  endocrine  and  metabolic  dis.  (hyperthyroidism,  etc.) 

Blood  Diseases  (and  blood  forming  organs)  280  289 

Anemias  (iron  and  other  deficiencies) 
Sickle  cell  trait  or  anemia 
Other  blood  diseases  (incl.  purpura,  etc.) 

Mental  Disorders  290  315 

Behavioral /emotional 
Learning  disability 
Mental  retardation 
Speech  disorders 

Nervous  System  and  Sense  Organs  320  389 

Convulsive  disorders 

Vision  problems  -  refractive  (sight  loss) 

Eye  problems  -  diseases  (strabismus,  etc.) 

Hearing  problems  (hearing  loss) 

Ear  problems  -  diseases  (otitis  media,  etc.) 

Other  diseases  in  category  (epilepsy,  sclerosis,  etc.) 

Circulatory  System  (heart,  arteries,  lymphatics,  etc. )  390  458 

All  conditions  (incl.  murmur,  infarction,  etc.)  ~~ 

Respiratory  System  (nose,  throat,  lungs,  etc.)  460  519 

Acute  respiratory  infections  (colds,  flu,  pneumon i a ,  etc . ) 
Chronic  respiratory  infection  (frequent  recurrences  of) 
Asthma 

Hay  fever  and  other  allergies 

Other  diseases  in  category  (pleurisy,  etc.) 

Digestive  System  (mouth,  stomach,  intestines,  etc.)  520  577 

Dental  caries 

Other  dental  and  oral  problems 
Hernias 

Other  diseases  in  category  (colitis,  peritonitis,  etc.) 

Genito-Urinary  System  (kidneys,  bladder,  genitals)  580  629 

All  conditions  (kidney,  bladder,  genitals,  etc.) 

Skin  680  709 

-All  conditions  (incl.  impetigo,  boils,  eczema) 

Musculoskeletal  (bones,  joints,  connective  tissue)  710  738 

All  conditions  (incl.  skeletal  deformities,  arthritis,  etc.) 

Birth  Defects  740  759 

All  conditions  (incl.  cleft  palate  &  lip,  club  foot,  etc.) 

Birth  Problems  (perinatal)  760  779 

All  conditions  (incl.  abnormal  labor  and  difficult  birth) 

Accidents,  Poisoning  and  Violence  800  999 

Lead  poisoning 

Other  conditions  in  category  (incl.  fractures  and  other  injury) 

All  Other  Conditions  (140  239;  630  678;  780  796) 

All  others  (incl.  neoplasms,  abortion,  symptoms  [enuresis]) 


APPENDIX  1-2 


ICDA  CODES  AND  DESCRIPTION 
FOR  ALL  PROBLEMS  FOUND  AT  SCREEN 


"Cause  for  Exam" 


ICDA  Code  Description 

8.8  Enteritis  -  (specific  virus) 

8.9  Enteritis  -  (nonspecific  virus) 

9.0  Dysentery 

9.1  Diarrhea 

9.2  Gastroenteritis  and  colitis 

11.0  Pulmonary  tuberculosis  (active,  minimal) 

52.0  Chickenpox 

57.0  Viral  exanthem  (erythema  infectiosum) 

57.9  Viral  exanthem  (unspecified) 

75.0  Infectious  mononucleosis 

79.0  Molluscum  contagiosum 

79.1  Viral  warts 

98.0  Gonococcal  infection  (acute  of  genitourinary  tract) 

98.2  Gonococcal  infection  (of  eye) 

110.0  Dermatophytes is  of  scalp  (tinea) (ringworm) 

110.1  Athlete's  foot 

110.9  Dermatophytes is  of  other  sites 

111.9  Unspecific  dermatomycosis 

112.0  Monilia 

121.0  Opisthorchiasis  (fluke) 

127.3  Pin  worm 
132.0  Pediculosis 
133.0  Scabies 

136.0  Other  infective  parasitic  diseases 

189.0  Wilms  tumor 

250.9  Diabetes  without  acidosis 

290.0  Senile  dementia 
295.8  Other  schizophrenia 

301.1  Paranoid  (personality  disorder) 
301.8  Immature  personality 

304.0  Drug  dependence 

305.5  GI  problems  -  psychogenic  origin 

305.6  Genitourinary  problems  -  psychogenic 

306.8  Cephalalgia  -  headache 

308.0  Behavior  disorders  of  childhood 

308.1  Behavior  disorders  of  childhood 

308.4  Bheavior  disorders  of  childhood 

321.0  Thrombophelibitis 

330.4  Myotonia  -  muscular  dystrophy 

345.1  Generalized  convulsive  epilepsy 

345.9  Other  epilepsy 
346.0  Migraine 

351.0  Trigeminal  neuralgia 

360.0  Conjunctivitis 

361.0  Blepharitis 


ICDA  Code 

Description 

368.0 

Inflammation  of  lacrimal  glands  and  ducts 

380.0 

Otitis  externa 

381.0 

Acute  Otitis  media 

384.0 

Other  inflammatory  diseases  of  the  ear 

384.9 

Other  and  unspecified  inflammatory  diseases  of  the  ear 

387.0 

Other  diseases  of  ear  and  mastoid  process 

410.0 

Acute  myocardial  infarction 

445.0 

Gangrene 

456.1 

Varicocele 

457.0 

Noninfective  disease  of  lymphatic  channels 

461.0 

Acute  sinusitis 

462.0 

Acute  pharyngitis 

463.0 

Acute  tonsillitis 

463.4 

Acute  tonsillitis 

464.0 

Acute  laryngitis  and  tracheitis 

465.0 

Acute  upper  respiratory  infection  of  multiple  or  unspecified  sites 

466.0 

Acute  bronchitis  and  bronchiolitis 

470.0 

Influenza,  unqualified 

472.0 

Influenza  with  other  respiratory  manifestations 

480.0 

Viral  pneumonia 

482.0 

Other  bacterial  pneumonia 

485.0 

Bronchopneumonia,  unspecified 

486.0 

Pneumonia,  unspecified 

490.0 

Bronchitis,  unqualified 

493.0 

Asthma 

493.1 

Asthma 

535.0 

Gastritis  and  duodenitis 

540.0 

Acute  appendicitis  with  peritonitis 

553.1 

Umbilical  hernia 

561.0 

Gastroenteritis  and  colitis,  except  ulcerative,  of  noninfection  origin 

590.0 

Infections  of  kidney 

593.6 

Disease  of  ureter 

595.0 

Cystitis 

597.0 

Urethritis  (nonvenereal ) 

599.0 

Other  diseases  of  urinary  tract 

599.9 

Other  and  unspecified  diseases  of  urinary  tract 

607.3 

Balanitis 

607.5 

Other  inflammatory  diseases  of  male  genital  organs 

607.9 

Other  disease  of  male  genital  organs 

611.0 

Other  disease  of  breast 

616.0 

Diseases  of  parametrium  and  pelvic  perioteneum  (female) 

626.3 

Excessive  disorders  of  menstruation 

626.9 

Other  menstrual  disorders 

680.0 

Boil  and  carbuncle,  face 

680.6 

Boil  and  carbuncle  of  other  parts  of  lower  extremity  - 

682.0 

Other  cellulitis  and  abscess,  head  and  neck 

682.4 

Other  cellulitis  and  abscess    of  leg 

683.0 

Acute  lymphadenitis 

684.0 

Impetigo 

686.0 

Other  local  infections  of  skin  and  subcutaneous  tissue 

686.1 

Pyogenic  granuloma 

ICDA  Code 


Description 


686.9  Other  local  infections  of  skin  and  subcutaneous  tissue 

695.0  Erythematous  conditions 

698.1  Pruritus  of  genital  organs 
701.3  Keloid  scar 

701.9  Other  hypertrophic  and  atrophic  conditions  of  skin 

702.0  Other  dermatoses 

703.0  Diseases  of  nail,  ingrown  nail 

706.1  Other  acne 

706.2  Sebaceous  cyst 
708.0  Urticaria 

709.0  Other  diseases  of  skin,  cicatrix,  painful  scar 

709.9  Other  diseases  of  skin,  intertrigo 

710.0  Acute  arthritis  due  to  pyogenic  organisms 

715.0  Arthritis,  unspecified 

717.2  Torticollis  not  specified  as  congenital,  psychogenic  or  traumatic 

728.9  Vertebrogenic  pain  syndrome,  other  and  unspecified  backache 

729.9  Disease,  joint 

741 .0  Spina  bifida 

741.9  Spina  bifida  without  mention  of  hydrocephalus 

742.0  Congenital  hydrocephalus 

743.1  Microcephalus 
749.1-  Cleft  lip 

749.2  Cleft  palate  with  cleft  lip 

751.3  Atresia  and  stenosis  of  rectum  and  anal  canal 

752.4  Congenital  hydrocele 

754.1  Talipes  equinovarus 
759.3  Down's  disease 

759.8  Other  specified  syndromes 

775.9  Hemolytic  disease  of  newborn  with  mention  of  kernicterus 

without  mention  of  cause 

777.0  Immaturity,  unqualified 

778.9  Other  conditions  of  fetus  or  newborn,  unspecified 

780.0  Certain  symptoms  referable  to  nervous  system  and  special 

senses,  coma  and  stupor 

780.2  Convulsions  . 

780.3  Abnormal  involuntary  movement 

780.4  Disturbance  of  coordination 

780.5  Vertigo 

780.6  Disturbance  of  sleep 

782.0  Symptoms  referable  to  cardiovascular  and  lymphatic  system 

782.6  Edema  and  dropsy 

783.0  Symptoms  referable  to  respiratory  system,  epistaxis 

783.2  Dyspnea 

783.7  Pain  in  chest 

784.0  Symptoms  referable  to  upper  gastrointestinal  tract,  anorexia 

784.1  Nausea  and  vomitting 

785.0  Symptoms  referable  to  abdomen  and  lower  gastrointestinal  tract, 

abdominal  swelling  (not  referable  to  any  particular  organ) 

785.2  Jaundice  (not  of  newborn) 

785.5  Abdominal  pain 

785.6  Incontinence  of  feces 

786.0  Symptoms  referable  to  genitourinary  system,  pain  referable  to 

urinary  system 


ICDA  Code 


Description 


786.2 

Incontinence  of  urine 

787.1 

Symptoms  referable  to  limbs  and  joints,  pain  in  limb 

787.3 

Pain  in  joint 

787.5 

Difficulty  in  walking 

788.2 

Rash 

788.5 

Tetany 

790.2 

Depression 

791.0 

Headache 

793.8 

Other  specified 

796.1 

Malingering 

796.9 

Other  unknown  and  unspecified  causes  of  morbidity  and  mortality 

802.4 

Fracture  of  face  bones,  other,  closed 

803.0 

Other  and  unqualified  skull  fracture 

810.0 

Fracture  of  clavicle 

815.0 

Fracture  of  metacarpal  bones,  closed 

818.0 

Other,  multiple  and  ill -defined  fractures  of  upper  limb, 

closed 

827.0 

Other,  multiple  and  ill-defined  fractures  of  lower  limb, 

closed 

830.0 

Dislocation  of  jaw,  simple 

844.0 

Sprains  and  strains  of  knee  and  leg 

845.0 

Sprains  and  strains  of  ankle  and  foot 

863.0 

Injury  to  gastrointestinal  tract  without  mention  of  open 

wound 

into  cavity 

868.0 

Injury  to  other  and  unspecified  intra-abdominal  organs 

n^ft  ft 

870.0 

Open  wound  of  eye  and  orbit 

873.0 

Other  and  unspecified  laceration  of  head 

0"7*>  ft 

873.9 

Late  effect,  nose,  other  face,  and  scalp 

ft  ft  ft  ft 

880.0 

Open  wound  of  should  and  upper  arm 

ft  ftft  ft 

883.0 

Open  wound  of  finger 

891 .0 

Open  wound  of  knee,  leg  (except  thigh),  and  ankle 

892.0 

Open  wound  of  foot,  except  toe(s)  alone 

910.0 

Superficial  injury  of  face,  neck  and  scalp 

911 .0 

Superficial  injury  to  trunk  without  mention  of  infection 

916.0 

Superficial  injury  of  hip,  thigh,  leg  and  ankle 

918.0 

Superficial  injury  of  other,  multiple  and  unspecified  sites 

ft  ft  ft  r\ 

920.0 

Contusion  of  face,  scalp  and  neck  except  eye(s) 

921 .0 

Contusion  of  eye  and  orbit 

922.0 

Contusion  of  trunk 

924.0 

Contusion  of  elbow,  forearm,  and  wrist 

ft  ft  ft  ft 

932.0 

Foreign  body  in  nose 

ft  A  ft  r\ 

940.0 

Burn  confined  to  eye 

)it*\ .  y 

Burn  confied  to  face,  head,  and  neck,  late  effect 

943.0 

Burn  confined  to  upper  limb,  except  wrist  and  hand,  unspecified 

degree,  without  mention  of  complications 

945.0 

Burn  confied  to  lower  limb(s) 

953.6 

Injury  to  nerve(s)  in  forearm 

970.9 

Adverse  effect  of  psychotherapeutics 

996.3 

Injury,  other  and  unspecified,  elbow,  forearm,  wrist 

996.8 

Injury,  other  and  unspecified  sites,  including  multiple 

"Found  at  Screen" 


ICDA  ;Code 

Description 

182.7 

Malignant  neoplasm  of  uterus 

239.9 

Neoplasm  of  unspecified  nature  of  other  and  unspecified  sites 

240.9 

Simple  goiter 

258.9 

Polyglandular  dysfunction  and  other  diseases  of  endocrine 

glands 

260.0 

Vitamin  A  deficiency,  night  blindness 

260.9 

Unspecified  Vitamin  A  deficiency 

269.1 

Malabsorption  syndrome  unspecified 

269.2 

Nutritional  deficiency 

272.0 

Congenital  disorders  of  lipid  metabolism,  xanthomatosis 

275.9 

Plasma  protein  abnormalities,  other  and  unspecified 

277.0 

Obesity  not  specified  as  of  endocrine  origin 

279.0 

Other  and  unspecified  metabolic  diseases 

280.0 

Iron  deficiency  anemias 

281.9 

Other  and  unspecified  deficiency  anemia 

282.2 

Anemias  due  to  glucose-6-phosphate  dehydrogenase  deficiency 

282.5 

Hemogl obi  nopathi  es 

284.4 

Aplastic  anemia 

285.0 

Hypochromic  anemia  with  iron  loading 

285.9 

Anemia,  unspecified 

286.1 

Christmas  disease 

287.1 

Thrombocytopeni  a 

289.0 

Other  diseases  of  blood  and  blood-forming  organs,  polycythemia, 

secondary 

289.9 

Other  and  unspecified  diseases  of  blood  and  blood-forming  organs 

306.3 

Psychomotor  disorders 

306.9 

Other  special  symptom  not  classified  elsewhere 

310.0 

Borderline  mental  retardation 

311.0 

Mild  mental  retardation 

312.0 

Moderate  mental  retardation 

314.9 

Profound  mental  retardation 

315.0 

Unspecified  mental  retardation 

315.8 

Unspecified  mental  retardation 

315.9 

Unspecified  mental  retardation 

345.0 

Epilepsy 

370.0 

Refractive  errors 

370.1 

Hyperopia 

370.3 

Astigmatism 

370.9 

Other  and  unspecified  refractive  errors 

373.0 

Strabismus 

373.9 

Other  and  unspecified  strabismus 

377.2 

Ambyl opi  a 

378.2 

Other  diseases  of  eyelid 

378.3 

Diseases  of  conjunctiva  and  lacrimal  tract 

378.6 

Other  diseases  of  iris,  choroid,  and  uveal  tract 

378.9 

Diseases  of  eyeball,  ocular  muscle  and  orbit 

379.1 

Blindness,  both  eyes,  not  specifically  defined 

387.1 

Wax  in  ear 

ICDA  Code 


Description 


387.2  Perforation  of  tympanic  membrane,  nontraumatic 

389.1  Deafness,  one  ear,  and  partial  deafness  in  other 

389.9  Impairment  of  hearing,  one  or  both  ears 

392.9  Chorea  without  mention  of  heart  involvement 

401.0  Essential  benign  hypertension 

424.0  Chronic  disease  of  endocardium 

424. ^  Chronic  diseases  of  endocardium  and  other  endocardial  structurs 

427.5  Paroxysmal  tachycardia  (atrial) 

427.9  Other  and  unspecified  disorders  of  heart  rhythm 

429.9  Other  and  unspecified  heart  disease 

458.0  Hypotension 

50Q.0  Hypertrophy  of  tonsils  and  adenoids 

520.0  Disorders  of  tooth  development  and  eruption 

520.6  Disturbances  in  tooth  eruption 
521.0  Dental  caries 

521.9  Other  and  unspecified  diseases  of  hard  tissues  of  teeth 

523.0  Periodontal  diseases,  gingivitis 

523.1  Chronic  gingivitis 
523.6  Accretions  on  teeth 

524.2  Anomalies  of  dental  arch  relationship 

524.3  Anomalies  of  tooth  position 

524.4  Malocclusion,  unqualified 

524.5  Dento-facial  functional  abnormalities 

525.0  Other  diseases  and  conditions  of  the  teeth  and  supporting 

structures,  acquired  absence  of  teeth 

530.9  Diseases  of  esophagus 

552.0  Inguinal  hernia  with  obstruction 

564.0  Functional  disorders  of  intestines,  constipation 

581.0  Nephrotic  syndrome 

598.0  Stricture  of  urethra 

610.0  Chronic  cyst  disease  of  breast 

611.1  Hypertrophy  of  breast 

615.9  Other  disease  of  ovary  and  fallopian  tube 

621.9  Other  diseases  of  cervix 

629.2  Kraurosis  of  vulva 

706.0  Diseases  of  sebaceous  glands 

723.9  Other  diseases  of  bone 

731.6  Synovitis,  bursitis,  and  tenosynovitis  of  knee 
735.0  Curvature  of  spine,  scoliosis 

735.8  Curvature  of  spine 
736.0  Flat  foot 

738.5  Other  deformities  of  leg 
743.4  Neurofibromatosis 

744.7  Congenital  blepharoptosis 

744.8  Other  specified  anomalies  of  eye  r*  ' 

745.3  Unspecified  anomalies  of  ear 
746.0  Congenital  anomalies  of  heart 
746.3  Tetralogy  of  Fallot 

746.9  Unspecified  anomalies  of  heart 

747.6  Other  anomalies  of  peripheral  vascular  system 
748.3  Other  anomalies  of  larynx,  trachea,  and  bronchus 
752.6  Anomalies  of  vagina  and  external  female  genitalia 
753.6  Atresia  and  stenosis' of  urethra  and  bladder  neck 

753.9  Unspecified  anomalies  of  urinary  system 


ICDA  Code 


Description 


756.2  Other  anomalies  of  spine 

756.4  Other  anomalies  of  ribs  and  sternum 

756.7  Other  generalized  anomalies  of  skeleton 

756.8  Other  specified  anomalies  of  muscle,  tendon,  and  fascia 

756.9  Unspecified  anomalies  of  musculoskeletal  system 
758.8  Other  specified  congenital  anomaly 

759.0  Congenital  syndromes  affecting  multiple  systems 

781.7  Encephalopathy 

782.8  Splenomegaly 
787.6  Abnormality  of  gait 

788.3  Subcutaneous  nodules 

789.0  Abnormal  urinary  constituents  of  unspecified  cause 

789.1  Pyuria  and  bacteriuria 
789.3  Hematuria 

789.5  Glycosuria 


"Could  be  Either" 


ICDA  Code  Description 
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527.2 

Sialoadenitis 

527.6 

Mucocele 

528.4 

Oral  cysts 

550.0 

Inguinal  hernia  without  mention  of  obstruction 

551.0 

Other  hernia  of  abdominal  cavity  without  mention  of  obstruction 

551.1 

Umbilical  hernia                                                           -  - 

551.2 

Ventral  hernia 

565.0 

Anal  fissure  and  fistula 

569.2 

Other  rectal  and  anal  diseases 

569.9 

Other  diseases  of  intestines  and  peritoneum 

590.1 

Other  pyelonephritis,  pyelitis,  and  pyelocystitis 

603.0 

Hydrocele 

603.9 

Hydrocele 

ICDA  Code 

Description 

605.0 

Redundant  prepuce  and  phimosis 

622.1 

Vaginitis  and  vulvitis 

629.3 

Leukorrhea 

629.9 

Other  diseases  of  female  genital  organs 

690.0 

Seborrheic  dermatitis 

691.0 

Infantile  exzema  and  related  conditions 

692.0 

Other  exzema  and  dermatitis 

692.1 

Eczema  and  dermatitis  due  to  oils  and  greases 

692.2 

Eczema  and  dermatitis  due  to  solvents 

692.3 

Eczema  and  dermatitis  due  to  drugs 

692.4 

Eczema  and  dermatitis  due  to  chemicals 

692.5 

Eczema  and  dermatitis  due  to  food 

692.8 

Eczema  and  dermatitis  due  to  sunburn 

692.9 

Eczema  and  dermatitis  due  to  other  and  unspecified  cause 

704.0 

Diseases  of  hair  and  hair  follicles 

705.1 

Prickly  heat 

705.9 

Other  diseases  of  sweat  glands 

706.3 

Seborrhea 

723.3 

Cyst  of  bone,  except  jaw 

733,6 

Residual  foreign  body  in  tissue  or  bone 

733.9 

Other  and  unspecified  diseases  of  muscle,  tendon  and  fascia 

735.1 

Kyphosis 

738.3 

Other  deformities  of  fingers 

738.6 

Deformities  of  ankle  and  foot,  excluding  toes,  acquired 

738.9 

Deformities  of  unspecified  sites 

751.4 

Congenital  anomalies  of  intestine 

752.1 

Undescended  testicle 

752.2 

Hypospadias 

754.8 

Talipes,  other  specified  types 

754.9 

Talipes,  unspecified  type 

755.0 

Other  congenital  anomalies  of  limbs,  Polydactyly 

755.1 

Syndactyly 

755.5 

Other  anomaly  of  upper  limb 

755.6 

Congenital  dislocation  of  hip 

755.7 

Other  anomaly  of  lower  limb 

756.0 

Other  congenital  anomalies  of  musculoskeletal  system 

757.2 

Other  specified  anomalies  of  skin 

781.0 

Disturbance  of  vision  except  defective  sight 

781.1 

Oculomotor  disturbance 

781.3 

Disturbance  of  hearing  except  deafness 

781.5 

Disturbance  of  speech 

783.3 

Couqh 

784.2 

Pylorospasm 

786.3 

Frequency  of  micturition  ~ 

786.4 

Polyuria 

788.4 

Loss  of  weight                                                     •  ~~ 

788.6 

Pyrexia  of  unknown  origin 

796.0 

Other  ill -defined  and  unknown  causes  of  morbidity  and -mortality 

989.4 

Toxic  effect  of  venom 

994.2 

Effects  of  hunger 

994.9 

Electrocution  and  nonfatal  effects  of  electric  current 
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APPENDICES     TO  MEDICAID 
COST  STUDY 


APPENDIX  J-l 


SAMPLING  PROCEDURE  AND  RESEARCH  METHODOLOGY 
FOR  MEDICAID  COST  STUDY 


Sample  Design  * 

The  sample  for  the  Medicaid  cost  study  was  selected  so  as  to  include  an 
approximately  equal  number  of  screened  and  unscreened  children.    Two  sampling 
frames  were  utilized:    one  for  children  screened  during  the  experimental 
phase  of  the  project,  and  the  second  for  all  other  eligible  children.  A 
portion  of  the  latter  -  estimated  beforehand  at  20%  -  were  expected  to  have  been 
screened  outside  the  experimental  project.    The  initial  sampling  procedure, 
therefore,  selected  approximately  600  project  children  and  about  900  of 
uncertain  screening  status. 

The  project  sample  was  selected  from  the  masterfile  list  of  children  with 
at  least  one  experimental  screen  prior  to  December  31,  1977.    Since  experi- 
mental screening  had  begun  on  approximately  August  15th,  this  frame  included 
the  first  four  and  a  half  months  of  project  screening.    An  SPSS  sampling 
procedure  was  used  to  select  approximately  two-thirds  of  these  children. 

The  non-project  sample  was  selected  from  a  computerized  listing  of  Pierce 
County  eligibles,  provided  to  us  by  the  Washington  State  Office  of  Information 
Services.    We  knew  beforehand  that  some  of  the  children  on  this  tape  would  have 
more  than  one  pic  code,  due  to  multiple  registration  or  to  name  changes,  but 
we  expected  the  month  and  day  of  birth  to  be  the  same  for  each  of  a  child's 
codes.    We  therefore  used  birth  date  (month  and  day  of  birth)  as  our  criterion 
for  inclusion  into  the  sample.    Since  health  care  costs  were  expected  to  be 
higher  for  infants,  we  used  separate  sampling  fractions  for  children  born 
during  1977. 

Children  born  in  1976  or  earlier  were  included  in  the  sample  if  their 
birth  date  was  February  1st,  March  18th,  April  7th,  May  27th,  August  16th, 
September  6th,  December  6th  or  December  26th.    Infants  were  selected  if  they 
had  one  of  the  following  birth  dates: 

January  21  to  31 ,  1977 
February  11  to  20,  1977 
March  21  to  31,  1977 
April  21  to  30,  1977 
May  11  to  20,  1977 
July  11  to  20,  1977 
August  11  to  20,  1977 
October  11  to  20,  1977 

These  birth  dates  were  selected  randomly  after  stratifying  by  quarter  of  the 
year;  the  birth  dates  for  infants  were  first  grouped  into  ten  day  periods  to 
simplify  programming. 

The  non-project  sample  had  to  be  edited  to  exclude: 


-children  screened  in  the  experimental  project,  and 

-children  with  less  than  one  month  of  eligibility  after  October  1,  1976. 

All  other  pic  codes  with  the  birth  date  shown  were  sent  to  the  project  so 
that  profiles  could  be  obtained.  In  analyzing  the  profiles  later  on,  we 
combined  the  records  for  children  with  multiple  codes. 

During  the  process  of  determining  eligibility  periods  for  persons  screened 
in  the  project,  it  became  apparent  that  about  40%  of  project  children  were 
missing  from  the  0IS  eligibility  tape.    Upon  looking  into  this,  0IS  discovered 
that  certain  children  with  open-ended  eligibility  had  been  omitted.    A  new 
tape  was  run,  and  a  supplemental  sample  was  selected  using  the  same  sampling 
procedure  as  before.    The  resulting  supplemental  sample  was  reduced  by  half, 
however,  because  the  data  were  received  late  and  after  HSRI  had  already  analyzed 
a  very  large  number  of  profiles.    These  cases  were  given  a  weighting  factor 
of  two  in  the  analysis  to  compensate  for  underrepresentation. 

In  final  calculations  it  became  necessary  to  exclude  children  for  whom 
profiles  or  eligibility  date  were  missing  for  either  the  period  before  or 
after  screening.    We  also  excluded  children  with  one  month  or  less  eligibility 
before  screening,  since  these  were  usually  infants  with  extremely  high  hospital- 
ization costs  during  the  first  month  of  life. 


Research  Methodology 

The  basic  objective  of  this  study  was  to  calculate  and  compare  Medicaid 
costs  before  and  after  a  cutoff  date  for  different  groups  of  children.  For 
children  with  at  least  one  EPSDT  screen  between  November  1,  1976  and  December 
31,  1978,  this  cutoff  date  was  defined  as  the  date  of  the  first  screen.  For 
unscreened  children,  we  set  an  arbitrary  date,  October  31,  1977,  since  this 
was  expected  to  be  the  median  screen  date  for  those  with  screens.    For  each 
group  of  children  Medicaid  costs  were  calculated  between  October  1,  1976,  and 
the  cutoff  date,  and  between  the  latter  date  and  December  31,  1978. 

Costs  were  broken  down  into  seven  categories,  namely,  office,  hospital 
inpatient,  emergency  room,  dental,  pharmacy,  hospital  outpatient  and  other*. 
In  the  analysis  stage,  however,  the  latter  four  categories  were  combined, 
because  they  were  small  and  had  high  variances. 

Respondent's  cutoff  dates  varied  widely,  and  this  necessitated  calculation 
of  costs  on  a  monthly  basis.  For  children  born  before  October,  1976,  the 


*The  Medicaid  profile  did  not  distinguish  dental  from  office  costs,  but 
the  description  of  services  allowed  us  to  make  the  distinction.    Major  hospitali 
zation  costs  were  often  reported  under  the  heading  of  "emergency  room",  but 
we  separated  out  those  costs  that  were  actually  for  hospital  inpatient  care. 
"Other"  costs  were  mostly  for  convalescent  care  and  taxis. 


denominator  for  such  calculations  was  the  number  of  months  between  October  1, 
1976,  and  the  cutoff  date;  while  for  those  born  later,  it  was  the  interval 
between  birth  and  cutoff.    As  explained  in  the  text,  we  also  calculated  costs 
per  actual  month  of  eligibility  in  order  to  allow  for  the  effects  of  a  case 
finding  activity. 


TABLE  J-2:    CHILDREN  IN  THE  MEDICAID  SAMPLE,  CLASSIFIED 
BY  SCREENING  CATEGORY  AND  AGE  AT  THE  CUTOFF  DATE* 


Unscreened 

Screened 

Total 


Unscreened 

Screened 

Total 

Proportion 
Unscreened 


All  Ages 

546(496)** 
801(763) 
1347(1259) 

100:0.% 
100.0% 
100.0% 

40.5% 


Under  1 


Numbers 


94(87) 
281(260) 
375(347) 


1-6 

159(138) 
303(296) 
462(434) 


Percentages 

17.ZC17.5)  29.1(27.8) 

35.1(34.1)  37.8(38.8) 

27.8(27.6)  34.3(34.5) 

25.1C25.1  )  34.4(31  .8) 


7-13 

154(139) 
150(144) 
304(283) 


28.2C28.0) 
18.7(18.9) 
22.6(22.5) 

50.7C49.1) 


14-20 

139(132) 
67(63) 
206(195) 

25.5(26.6) 
8.4(8.3) 
15.3(15.5) 

6.7.4C67.7) 


*For  screened  children,  the  cutoff  date  was  the  date  of  the  first 
EPSDT  screen  after  October  1,  1976.    For  unscreened  children,  the  cutoff 
date  was  October  31,  1977. 

**Numbers  in  parentheses  are  unweighted. 


TABLE  J-3:  SCREENED  CHILDREN  IN  THE  MEDICAID  SAMPLE,  CLASSIFIED  BY 
WHETHER  OR  NOT  SCREENED  IN  THE  EXPERIMENTAL  PHASE  OF  THE  PROJECT 


Project 

Non-project 

Total 

Project 

Non-project 

Proportion 
project 


All  Ages 

491(491)* 
310(272) 
8Q1  (763) 


100.0% 
100.0% 

61 .3% 


Under  1 


Numbers 


126(126) 
155(134) 
281  (260) 


1-6 

224(224) 
79(72) 
303(296) 


Percentages 
25.7(25.7)  45.6(45.6) 
50.0(49.3)  25.5(26.5) 


44.8 


73.9 


7-13 

104(104) 
46(40) 
150(144) 

21.2(21.2) 
14.8(14.7) 

69.3 


14-20 

37(37) 
30(26) 
67(63) 

7.5(7.5) 
9.7(9.6) 

55.2 


*Numbers  in  parentheses  show  the  unweighted  sample. 


TABLE  J-4:    PROPORTION  OF  TIME  ELIGIBLE  FOR 
MEDICAID  BENEFITS 


Never  Screened 
Screened  Total 

-Non -Project 

-Project 


All  Under 
Ages  1 

62.1%  43.3% 

68.5  61.0 

70.8  62.0 

67.1  59.7 


BEFORE  CUTOFF* 
1-6  7-13 

64.2%  67.0% 

68.7  78.4 

69.2  94.3 

68.5  71.2 


14-20  All 
Ages 

67.0%  45.2% 

77.2  67.2 

83.9  60.7 

71.8  71.3 


AFTER  CUTOFF 

Under  1-6 
1 

34.9%  53.1% 

54.0  74.4 

53.8  69.3 

54.2  76.2 


7-13  14-20 

44.4%  44.1% 

77.6  67.2 

68.5  61.8 

81.6  71.6 


*For  screened  children,  the  cutoff  date  was  the  date  of  the  first  EPSDT  screen 
after  October  1,  1976.    For  unscreened  children,  the  cutoff  date  was  October  31,  1977. 


oo 


o 

I  -X 

z  u_ 

O  U_ 

00  O 

or  i — 

LU  =3 
Q.  O 

u_  cc 
O  LU 

1— 
s:  a 

13  z 


..  cc 

LO  O 
I  U. 

CQ 

LU 
-J 
CQ 


O 
CO 

I 

«3- 


CO 


I 

p-» 


a; 

LU 


LO 
I 


0) 

-o 
c 


(0 
4-> 

o 


o 

Cxi 

I 

"3- 


co 
p-l 


00 


CU 


o 


LO 
I 


LU 
CO 


<T3 
+-> 
O 


cn 

LO 

o 

LO 

CM 

CO 

cn 

CO 

CO 

LO 

CM 

CO 

<=s- 

CO 

(0 

p*. 

00 

o 

r>. 

CO 

(0 

CTi 

p-- 

CM 

<0 

•53- 

CM 

N — -- 

CO 

LO 

CO 

CO 

<3- 

CO 

00 

CM 

LO 

LO 

p^ 

CO 

P^ 

CM 

LO 

CM 

CM 

CTi 

CO 

oo 

CO 

CO 

LO 

LO 

LO 

i — 

CO 

CO 

CO 

«d- 

CO 

Cn 

CM 

LO 

o 

CTi 

o 

LO 

CO 

CTi 

CM 

<0 

CM 

CO 

<■ -s 

O 

o 

LO 

CNJ 

CM 

lo 

CTi 

CVJ 

CM 

CO 

Cn 

> 

>* 

o" 

1^ 

CM 

CM 

CM 

LO 

, — 

CO 

CM 

CO 

<Ti 

— 

^ 
CO 

CM 

CO 

LO 

r~ 

O 

o 

CO 

LO 

r— 

CM 

LO 

CO 

— - 

o 

r--. 

CO* 

CO 

LO 

cn 

LO 

CM 

10 

CO 

CM 

P-. 

CO 

CO 

<0 

CO 

cn 

cn 

LO 

10 

<0 

ai 

OO 

CM 

CO 

« 

-a 

cu 
c 
at 
cu 
s- 
u 
oo 
c 


£ 

O) 

ai 
s. 
a 
oo 


■)-> 
u 
cu 
•«-> 

o 
s_ 

D_ 

c 
o 


a 
cu 

o 
s_ 
a_ 
i 


(T3 

o 


T3 

a) 
c 

O) 

a) 
s- 
a 
co 
c 


-a 

cu 
c 
ai 

CU 

&_ 

o 
oo 


+-> 
u 
cu 
•<- > 
o 
s- 

Q. 

I 

c 
o 


LO 

o 

<0 

LO 

CO 

CO 

LO 

cn 

CTi 

CO 

LO 

00 

r— 

 ■ 

^ — 

CM 

LO 

a 

O 

10 

LO 

"3- 

00 

CM 

r— 

CM 

p-^ 

LO 

CM 

CM 

(0 

r— 

— * 

^ — - 

cn 

O 

cn 

CM 

LO 

LO 

CO 

CM 

CO 

10 

o 

CM 

f— 

CO 

•>- — ' 

 ■ 

 s 

LO 

W  ' 

LO 

(0 

CO 

p*. 

cn 

CO 

<0 

CO 

CM 

p-» 

^ — ^ 

LO 

CO 

CM 

LO 

CO 

O 

r» 

CM 

CO 

CM 

00 

LO 

CO 

CM 

 ^ 

CM 

■=r 

r-» 

cm" 

LO 

r~ 

lo 

p^ 

LO 

P-n 

CO 

u 

CM 

CM 

CO 

00 

O 

CM 

CO 

CM 

P^ 

LO 

CM 

5- 

r— 

r— 

p— 

CO 

LO 

r*. 

CO 

CO 

CM 

cn 

,— 

10 

CM 

CO 

CO 

cn 

CO 

CO 

CM 

* — > 

p>^ 

LO 

CM 

CO 

cn 

LO 

CO 

<0 

O 

*0 

r-. 

cn 

10 

LO 

o 

cn 

CM 

r-. 

CO 

CM 

LO 

LO 

LO 

LO 

CM 

CM 

+-) 

a 

O) 

•<—> 
o 
s_ 

Q_ 
I 


<0 
P>. 

cn 


s. 
a 

-Q 

O 
-M 

O 

o 

s- 
cu 
+J 

M- 

(O 

c 
ai 
a; 
s_ 
o 


a 

oo 

LU 

-M 
CO 
S- 


cu 

+->  • 

p-» 

4-  P^ 

o  cn 
cu 

-M  « 
rd  i— 
-a  co 

cu  s- 
.c  cu 

+->  J3 
O 
co  -M 

ra  a 
s  o 


cu 
+-> 

T3 

4- 
4- 

O 
+J 

U 

CU 


oo 

ta 
s 

a> 

"O 


4- 
O 
+-> 

O 


r.  CO 
C  J= 
CU  +-> 

-o  « 
i —  c 
•i-  cu 
J=  i- 
o  -a 

-O 

CU  -£ 
C  U 

CU 

CU  T3 
S-  CU 
O  C 


00 


O 


CU 

cu 
i_ 

u 

oo 

c 


S- 

o 


TABLE  J-6: 


AVERAGE  MONTHLY  MEDICAID  COST  PER  SCREENED  CHILD  BEFORE  AND  AFTER 
FIRST  SCREENING  (ADJUSTED  FOR  ELIGIBILITY) 


SCREENED 

(NON- 
PROJECT) 

SCREENED 
(PROJECT) 


BEFORE 

CUTOFF 

<1 

1-6 

7-13 

14-20 

Total 

St  ch* 

Office 

$  3.52" 

$  3.68 

$  5.64 

$  6.51 

$  4.65 

$  5.18 

Hospital 

Inpatient 

51.93 

10.53 

0.16 

15.74 

18.82 

12.06 

Emergency 

Room 

2.49 

1.91 

1.52 

3.02 

2.15 

2.17 

Other 

1.81 

3.28 

9.05 

11.40 

5.86 

7.54 

TOTAL 

$59.75 

$19.39 

$16.38 

$36.66 

$31.47 

$26.95 

Office 

$  6.67. 

$  3.33 

$  3.54 

$  6.33 

$  4.00 

$  4.59 

Hospital 

Inpatient 

121.03 

5.98 

10.89 

0.00 

16.84 

14.79 

Emergency 

Room 

2.95 

3.43 

1.91 

2.07 

2.81 

2.48 

Other 

36.49 

4.15 

6.83 

11.21 

8.51 

9.75 

TOTAL 

SI  67. 13 

$16.88 

$23.17 

$19.60 

$32.16 

$31.61 

AFTER  CUTOFF 

<1 

1-6 

7-13 

14-20 

Total 

Std.* 

SCREENED 

(NON- 
PROJECT) 


SCREENED 
(PROJECT) 


Office 

$11.61 

$  8.99 

$  8.52 

$  6.10 

$10.09 

$  8.15 

00.84)** 

(  7.95) 

(  6.00) 

(  5.27) 

(  9.00) 

(  6.72) 

Hospital 

Inpatient 

16.10 

8.48 

7.73 

8.45 

12.41 

8.83 

Emergency 

Room 

3.38 

3.48 

1.94 

2.47 

3.14 

2.66 

Other 

4.45 

5.26 

7.68 

7.82 

5.37 

6.77 

TOTAL 

$35.55 

$26.22 

$25.88 

$24.85 

$31.00 

-  $26.41 

(34.78) 

(25.18) 

(23.35) 

(24.02 ) 

7(29.91) 

(24.98) 

Office 

$13.31 

$  7.84 

$  6.79 

$11.07 

$  9.26 

$  8.93 

(12.63) 

C  7.09) 

(.  6.10) 

00.15) 

(  8.53) 

(  8.16) 

Hospital 

Inpatient 

18.78 

5.05 

6.03 

29.19 

10.42 

13.93 

Emergency 

Room 

3.20 

2.05 

1.54 

2.53 

2.27 

2.12 

Other 

4.58 

6.56 

8.65 

11.00 

6.78 

8.45 

TOTAL 

$39.87 

$21.50 

$23.00 

$53.79 

$28.73 

$33.43 

(39.20) 

(20.75) 

(22.31) 

(52.88) 

(28.00) 

(32.66). 

*Total  standardized  on  age  distribution  of  unscreened  children  before  the  cutoff. 
**Figures  in  parentheses  exclude  treatment  costs  on  the  day  of  screen. 
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Table  J-TOt  Costs  for  Treating  Specific  Problems 
Reported  at  Screen 


TCDA 

Costs 

Costs 

GROUP 

Df^pri  Dt  i  on                    N  Rpforp 

After 

Problems  Known  to  Parent  Beforehand* 

^sn  o- 

arute  otitis                  58                  4  4  09 

$27  97 

462.0- 

pharyngitis                28  20.68 

5.57 

too .  u 

Miscellaneous 

miscelleneous             34  17.18 

18.62 

Problems  Probably  Found  at  Screening 

280  0 

anpinias                           72                  t  1  W 

$  5  28 

CO?  •  .J 

Mi  c  rol  1  3naAiic 
1*1 1  buc  1  1  culcUUs 

In  Id  Lei  IdflcUub                      C  \  D.tO 

Problems  Possibly  Found  at  Screening 

381.1- 

381.9 

otitis                         8               $  5.50 

$85.12** 

460.0 

acute  nasopharyngitis  25  0.20 

4.60 

551.1 

umbilical  hernia         37  1.73 

49.62 

691.0 

exzema                        61  1.21 

7.00 

692.9 

Miscellaneous 

miscellaneous              17  20.71 

0.00 

*See  Chapter  16     for  a  discussion  of  these  categories. 
**This  is  due  to  a  single  child  with  a  treatment  cost  of  $599.00. 


